Applying the Model of Interrelationship Environments and Outcomes to Simulation for Nurse Leaders to Enhance the Professional Practice Work Environment: Creating a Mile One Nurse Leadership Simulation Toolkit by Garcia-Cisneros, Alicia
The University of San Francisco 
USF Scholarship: a digital repository @ Gleeson Library | Geschke 
Center 
Doctor of Nursing Practice (DNP) Projects Theses, Dissertations, Capstones and Projects 
Winter 12-13-2019 
Applying the Model of Interrelationship Environments and 
Outcomes to Simulation for Nurse Leaders to Enhance the 
Professional Practice Work Environment: Creating a Mile One 
Nurse Leadership Simulation Toolkit 
Alicia Garcia-Cisneros 
aagarciacisneros@dons.usfca.edu 
Follow this and additional works at: https://repository.usfca.edu/dnp 
 Part of the Nursing Commons 
Recommended Citation 
Garcia-Cisneros, Alicia, "Applying the Model of Interrelationship Environments and Outcomes to 
Simulation for Nurse Leaders to Enhance the Professional Practice Work Environment: Creating a Mile 
One Nurse Leadership Simulation Toolkit" (2019). Doctor of Nursing Practice (DNP) Projects. 177. 
https://repository.usfca.edu/dnp/177 
This Project is brought to you for free and open access by the Theses, Dissertations, Capstones and Projects at 
USF Scholarship: a digital repository @ Gleeson Library | Geschke Center. It has been accepted for inclusion in 
Doctor of Nursing Practice (DNP) Projects by an authorized administrator of USF Scholarship: a digital repository @ 
Gleeson Library | Geschke Center. For more information, please contact repository@usfca.edu. 







Applying the Model of Interrelationship Environments and Outcomes to Simulation for Nurse 
Leaders to Enhance the Professional Practice Work Environment: Creating a Mile One Nurse 
Leadership Simulation Toolkit 
 
 
Alicia Garcia-Cisneros MSN, RN 





Dr. Mary Lynne Knighten, DNP, RN, NEA-BC 
October 27, 2019 
 
CREATING A MILE ONE NURSE LEADERSHIP SIMULATION 2 
Acknowledgments 
 
I would like to express my special appreciation and gratitude to my advisors Dr. Mary 
Lynne Knighten and Dr. K. T. Waxman as well as my mentor Dr. Tanya Osborne-McKenzie. 
You have been a tremendous help in guiding and leading me in the pathway for success, and I 
would like to thank you for encouraging my research and DNP project. Your advice on research 
as well as my career have been invaluable.  
I am also grateful to my mother and father Jane and Nicholas Garcia Sr. who have 
selflessly supported me both personally and spiritually through this journey. Your words of 
encouragement and belief in your daughter have always echoed in my mind and heart. I hope 
that I have made you proud.  
I would also like to thank my loving husband Martin Cisneros who has been my rock and 
support through this educational journey since day one. I cannot thank you enough for always 
listening to my worries and reminding me that I was born to be a leader while carrying the 
weight of the family on your shoulders so that I can succeed.  
I also thank my beloved children—Alec, Emily, Adam, and Caleb—for being my 
motivation and inspiration to continue persevering so that I can model the way for you and 
remind you that if you’re deeply passionate and committed, the opportunities are endless.  
Above all, I thank God, my good Father, for leading me through all the difficulties I have 
encountered. I have experienced your guidance day by day. You are the one who enabled me to 
secure my doctoral degree. I will keep my faith and trust in you forever. Thank you, Lord.  
  
CREATING A MILE ONE NURSE LEADERSHIP SIMULATION 3 
Table of Contents 
 
Abstract ........................................................................................................................................... 5 
Introduction ..................................................................................................................................... 7 
Problem Description ................................................................................................................... 8 
Available Knowledge................................................................................................................ 12 
Review of Literature ................................................................................................................. 12 
Rationale ................................................................................................................................... 19 
Specific Aims ............................................................................................................................ 20 
Methods......................................................................................................................................... 21 
Context ...................................................................................................................................... 21 
Intervention ............................................................................................................................... 22 
Gap Analysis ............................................................................................................................. 24 
Gantt Chart ................................................................................................................................ 25 
Work Breakdown Structure ...................................................................................................... 26 
Strength, Weakness, Opportunities, Threats (SWOT) Analysis ............................................... 26 
Project Budget ........................................................................................................................... 27 
Responsibility and Communication/DNP Project Charter ....................................................... 28 
Cost–Benefit Analysis .............................................................................................................. 29 
Study of the Intervention .......................................................................................................... 30 
Measures ................................................................................................................................... 34 
Analysis..................................................................................................................................... 35 
Ethical Considerations .............................................................................................................. 36 
Results ........................................................................................................................................... 37 
Discussion ..................................................................................................................................... 38 
Summary ................................................................................................................................... 38 
Interpretation ............................................................................................................................. 39 
Limitations ................................................................................................................................ 42 
Conclusion .................................................................................................................................... 43 
Funding ......................................................................................................................................... 44 
References ..................................................................................................................................... 45 
Appendices .................................................................................................................................... 49 
Appendix A: Research and Evidence Appraisal Tool .............................................................. 49 
Appendix B: Evidence Evaluation Table .................................................................................. 50 
Appendix C: Adams Influence Model ...................................................................................... 52 
CREATING A MILE ONE NURSE LEADERSHIP SIMULATION 4 
Appendix D: Letter of Support from Healthcare Impact .......................................................... 53 
Appendix E: CQI/Data Collection Tools .................................................................................. 54 
Appendix F: Gap Analysis ........................................................................................................ 80 
Appendix G: Gantt Chart .......................................................................................................... 81 
Appendix H: Work Breakdown Structure................................................................................. 82 
Appendix I: SWOT Analysis .................................................................................................... 83 
Appendix J: Project Budget ...................................................................................................... 84 
Appendix K: Information Communication Charter .................................................................. 85 
Appendix L: Cost–Benefit Analysis ......................................................................................... 86 
Appendix M: PDSA .................................................................................................................. 88 
Appendix N: MOLIS Analysis ................................................................................................. 89 
Appendix O: IRB and/or Non-Research Approval ................................................................... 90 
Appendix P: Executive Summary of DNP Project Material ..................................................... 96 
 
  
CREATING A MILE ONE NURSE LEADERSHIP SIMULATION 5 
Abstract 
In nursing leadership, defining a culture of accountability is pivotal to ensure patient 
safety and achieve optimal patient outcomes. Nurse leaders play a significant role in 
transforming the professional environment, work culture, and professional behavior to deliver 
the highest-quality patient care. Often, nurse leaders are challenged in developing workplace 
environments and structures that encourage professional autonomy, advocacy, and culture 
climates as well as in motivating nursing staff to feel engaged. Despite an abundance of evidence 
underscoring the importance of staff engagement, a Gallup study revealed that only 30% of U.S. 
employees and 13% of employees worldwide are engaged in their work, while 26% are 
considered actively disengaged (Berson, 2015; Beck & Harter, 2015). 
Nurse engagement degenerates in a stagnant environment, posing a major threat to nurses 
themselves, patients, and the health care organization. Literature supports the notion that 
ineffective leader–follower exchange, among other high stressors, in an organization increases 
nurse burnout (Crawford & Daniels, 2014). Nurse leaders heavily influence subordinate 
productivity and professional culture engagement through the development of valuable and 
exemplary leadership practices that target nurse staff empowerment, transformational culture 
climate, and executive engagement. Therefore, a leadership toolkit based on the Mile One 
framework was developed over 18 months with the purpose of improving leadership influence 
over professional practice and cultural environments and reducing low employee engagement 
levels. This toolkit was derived from Dr. Jeffrey Adams’ Model of Interrelationship of 
Leadership, Environments, and Outcomes for Nurse Executives and was created for experienced 
nurse leaders and new aspiring nurse leaders.  
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Comparison of pre- and post-implementation data revealed a significant change in 
perceived influence and the acquisition of new-found knowledge about the Mile One leadership 
framework. Additionally, cost savings are associated with the decrease of nurse leader turnover 
when hospital organizations offer developmental strategies for new or aspiring nurse leaders. 
Successful implementation of the Mile One Leadership Simulation Toolkit highlights the critical 
role nurse leaders assume in improving empowerment and staff engagement while fostering a 
high-performing environment and team capable of achieving superior patient care outcomes.  
Keywords: Leadership development, model of interrelationship, professional practice work 
environment, nurse leader, nurse leader burnout, nurse leader retention, Mile One, triple aim, 
quadruple aim, professional development, nurse leader influence 
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Introduction 
The Model of the Interrelationship of Leadership, Environment, and Outcomes for Nurse 
Executives (Mile One) is a leadership framework designed to transform and influence the role of 
nurse leaders, enhance the professional practice work environment, and deliver optimal 
organizational outcomes. For the purposes of this Doctor of Nursing Practice (DNP) project, the 
Mile One framework will focus on nurse leaders generally instead of nurse executives 
specifically. The Mile One framework constitutes three concept areas. Concept area one focuses 
on the role of nurse leaders and their executive influence on the professional practice work 
environment. Concept area two focuses on the impact of the professional practice work 
environment and its influence on patient and organizational outcomes. Concept area three 
focuses on organizational outcomes and their influence on the nurse leader (Adams, Denham, & 
Neumeister, 2010). By integrating nurse leader simulation, the nurse leader will have a better 
understanding of the Mile One framework, which will then enhance the interrelationship 
between the nurse leader and professional practice, aligning patient-centered quality metrics with 
optimal patient outcomes. Through simulation, nurse leaders will mirror, anticipate, or amplify 
real situations with guided experiences, utilizing concepts of the Mile One leadership framework. 
The Mile One simulation training will provide an experiential learning process to nurse leaders 
that complements examples of real clinical and leadership experiences in the hospital setting, 
addressing the professional practice work environment, leadership influence, and staff 
empowerment. This implementation will allow to capture and synthesize the Mile One 
leadership framework in order to embrace a culture of accountability and enhance the potential 
of frontline nurses, as well as their perception of the professional practice environment. Through 
the implementation of the Mile One leadership toolkit, nurse leaders will be able to directly and 
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indirectly influence the practice environment through new outlook behaviors that enhance their 
perceptions of the roles of nurse leaders and ultimately improve their performance across the 
measures of safety and quality. By creating a culture of accountability, empowerment, and 
collaboration, job satisfaction will improve for both nurse leaders and staff. Gray (2012) defines 
engagement as individuals emotional attachment to the organization where they’re employed 
based on the feelings about the value the organization attaches toward their contributions. Work 
engagement is also defined as a positive, fulfilling, work-related state of mind characterized by 
vigor, dedication, and passion for work (Ong, Short, Radovich, & Kroetz, 2017). 
Problem Description 
Nurse leaders are vulnerable in their role due to the high demands of their work 
environment and the mounting expectations to align nursing staff performance to organizational 
demands. Unquestionably, when nurse leaders do not function at their highest clinical potential, 
the results can strongly affect the professional practice work environment. The Institute for 
Health Improvement’s “IHI Framework for Improving Joy in Work: IHI White Paper” highlights 
the role of nurse leaders in creating an environment that fosters joy and engagement, which can 
result in better patient experiences, fewer medical errors, increased productivity, reduced 
turnover, and improved financial performance (Perlo et al., 2017). 
Sorenson and Garman (2013) refer to a Gallup Insights study (2013) of 160,000 
employees across a broad spectrum of the workforce in the United States of America (US) that 
has found the most important factor driving employee engagement to be an employee’s ability to 
manage stress. This factor explains why out of the approximately 100 million people in the US 
who hold full-time positions, only about 30 million are engaged and inspired at work; the case of 
professional workers (e.g., nurses) as well mirrors the national trend. Active disengagement costs 
CREATING A MILE ONE NURSE LEADERSHIP SIMULATION 9 
the US on an average $450 billion to $550 billion per year (Sorenson & Garman, 2013). For 
example, research has shown that higher nurse disengagement and burnout are associated with 
significantly higher rates of infection amongst patients (Cimiotti, Aiken, Sloane, & Wu, 2012). 
When nurse vigilance and strict adherence to safety protocols decline, patient safety becomes at 
risk. Studies suggest that employee engagement is the number one variable linked to patient 
mortality (Kruse, 2015). Increased medication errors, falls, pressure injuries, decreased patient 
satisfaction, lack of care continuity, and an overall decrease in the quality of care metrics are all 
associated with low engagement levels and high turnover rates (Hayes, Bonner, & Pryor, 2010). 
In the nursing profession, nurse leaders serve the pivotal role of creating a professional 
practice work environment that encourages nursing staff to thrive and perform to their greatest 
potential. Moreover, the complexities of health care and organizational demands can weigh on 
nurse leaders who unprepared with the essential tools for success. Often nurse leaders are 
expected to perform their functions based on didactic education or on-the-job training, which fall 
short of true leadership development and preparedness for the role. Although research findings 
support the conclusion that nurse leaders play a pivotal role in influencing all aspects of their 
environments, the need exists to educate nurse leaders on how to integrate leadership influence, 
accountability, and staff empowerment into the professional practice work environment. A 
Deloitte consultancy study has revealed that although 90% of executives appreciate the 
importance of employee engagement, fewer than 50% understand how to address the issue 
(Berson, 2015). Nurse leadership simulation integrates both experiential learning and debriefing 
for reflective practice.  
A local hospital founded by the Sisters of Mercy located in San Francisco is an accredited 
not-for-profit organization with 403 acute care beds and has cared for people of the community 
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since 1857. The medical center is renowned for its digital cardiac catheterization laboratory, 
orthopedic and spine care resources, state-of-the-art cancer center, and rehabilitation programs. 
The mission of the organization is to dedicate resources for the deliverance of compassionate, 
high-quality, affordable health services to the community in order to improve the quality of life 
of the individuals they serve.  
The hospital has been challenged with recent leadership turnover and restructuring, 
beginning at the nurse executive level through the middle-management leadership level. The 
challenges faced by the organization include interim nurse executive leadership for over a year 
and a recent loss of their Chief Executive Officer. New business plans include a potential merger 
with a sister hospital in the same city. Owing to the recent leadership restructuring, the alignment 
has created a lack of engagement of mid-level management, poor quality metrics, and stagnant 
work environments as well as disengaged staff. The recent elimination of the charge nurse role 
and creation of shift nurse manager positions have created much tension amongst the staff and 
nursing leadership team. Shift nurse managers are challenged with the dual roles of performing 
both clinical and managerial duties. Vacancies in the leadership role have obligated shift nurse 
managers to oversee more clinical areas, supervise, and support more clinical staff while trying 
to maintain an optimal work environment through change and transition. Out of the eleven shift 
nurse manager positions, only seven positions have been filled, with currently four vacancies for 
the positions. Identified leadership retention strategies or developmental training for nurse 
leaders to aid in the reduction of nurse leader turnover are absent. Based on the interviews with 
the nurse executive leadership, strategies for leadership development and/or training of nurse 
leaders have not been in place for the past five years or in the current budget. 
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The Mile One nurse leadership framework, created by Dr. Jeffrey Adams, was applied to 
design a simulation toolkit; it was proposed and executed to accord nurse leaders the tools they 
needed to address the challenges they encountered. Reducing staff disengagement, enhancing the 
professional practice work environment, and understanding their perceptual influence over 
elemental factors that contribute towards organizational outcomes and leadership influence are 
significant challenges for this organization.  
According to Harpst (2014), hospitals with a high level of employee engagement recover 
value-based incentive payments in higher amounts than those with a less engaged workforce. 
Evidence suggests that higher engagement levels can yield returns of $1.17 for every dollar at 
risk in value-based purchasing payments (Ganey, 2015). Based on the correlation between 
employee engagement in hospitals and its influence on performance indicators and financial 
outcomes, a quality improvement project was undertaken in the aforementioned urban medical 
center to focus on and address leadership simulation through the utilization of the Mile One 
leadership framework. The intervention targeted shift nurse managers, directors, and educators 
who supervised staff. The Mile One Simulation Toolkit provided a new leadership framework 
associated with both the American Nurses Association, incorporating the Quality and Safety 
Education for Nurses (QSEN), and American Organization for Nursing Leadership (AONL) 
leadership competencies to offer professional development for enhancing nurse leader roles and 
personal perceptions of influence as nurse leaders that would drive a change in practice, 
professional environments, and quality outcomes. Hunt (2012) describes how QSEN 
competencies help meet the challenge of “preparing nurses with future knowledge.” QSEN 
competencies are patient-centered focus, teamwork and collaboration, evidence-based practice, 
quality improvement, safety and informatics. The AONL provides leadership competencies 
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specifically based on role function. For this project, nurse manager competencies based on the 
nurse manager learning domain were utilized for the simulation intervention.  
Simulations included: Scenario one—concept area one targeted teamwork and 
collaboration through QSEN competencies and the “leader within” for personal and professional 
accountability for AONL competencies. Scenario two—concept area two targeted quality 
improvement for QSEN competencies and the art, leading the people and relationship 
management with AONL competencies. Scenario three—concept area three targeted safety and 
quality improvement for QSEN competencies and the science, managing the business, 
performance improvement, and strategic management for AONL competencies.  
Available Knowledge 
PICOT question. To identify the improved perception of leadership influence and 
professional practice work environments, a PICOT question was formulated. The question 
included the population of interest, the proposed intervention, what the intervention was 
compared to, the desired outcome, and the outcome timeframe. The PICOT question is as 
follows: For nurse leaders in the inpatient hospital setting (P), does leadership development with 
the Mile One Simulation Toolkit training (I), compared to current or no leadership training 
practices (C), affect the professional practice work environment, nurse leaders’ perception of 
their role, staff engagement, and staff perception of quality outcomes (O), after a simulation 
intervention in the Summer of 2019 (T)? 
Review of Literature 
A review of literature was conducted. The search terms utilized were Mile One, 
interdisciplinary work relationships, nurse leadership development, nurse leader burnout, 
quadruple aim, Adams Influence Model, professional practice work environment, and nurse 
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leader framework. The following databases were accessed to search for relevant literature: 
CINAHL, PubMed, Evidence-Based Journals, and Medscape. The search yielded 25 articles, 
with the final seven articles written in the English language meeting the inclusion criteria of 
addressing the Mile One leadership framework, nurse leader development, nurse professional 
practice work environment, nurse leader burnout, culture of accountability, nurse leader’s 
simulation, or staff engagement. The articles met the exclusion criteria if they were more than 
ten years old, only addressed performance improvement or retention, concentrated on the 
professions outside of nursing, and empowerment or engagement was not the focus. The articles 
were critically appraised using the John Hopkins Nursing Evidence-Based Practice Non-
Research and Research Evidence Appraisal Tools (Dang & Dearholt, 2018) (see Appendix A: 
Research and Evidence Appraisal Tool). The tools provide a concise appraisal of the level of 
strength and quality of the evidence, ranging from II-C to IV-A (see Appendix B: Evidence 
Evaluation Table). The PICOT question was utilized to guide the literature review and selection 
of studies. Articles were chosen based on the type of study as well as whether they determined a 
need for leadership development and influence in the professional practice work environment. 
Adams, Erickson, Jones, and Paulo (2009) examined the use of applying the Mile One 
within a 269 acute-bed care hospital located in Salinas, California. The authors identified 
strategies for simultaneous leadership improvements while preparing for the Joint Commission 
survey. The Mile One leadership was the first leadership framework implemented within the 
organization to integrate high-quality patient care and validate the care through high-quality 
documentation. The Clinical Interdisciplinary Documentation Redesign Project (CIDR) project 
utilized six clinical nursing staff to focus on clinical informatics for nursing documentation. The 
second initiative linked to the Mile One framework was the integration of Patient Care 
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Champions (PCCs) for staff education and the delivery of the new documentation program. 
While the CIDR team focused on technical framework and tools, the PCCs devised and 
structured unit-based education and training for clinical and nursing staff (Adams et al., 2009). 
The authors discussed how nursing leadership devised and demonstrated the application 
of the Mile One framework by synthesizing the Triple Aim components to include the nurse 
executive’s influence on the professional practice work environment, the professional practice 
work environment’s influence on the patient and organizational outcomes, as well as influence 
on the nurse executive (Adams et al. 2009). They highlighted the importance and usefulness of 
identifying the interrelated nature of leadership, environment and patient outcomes with a major 
focus on the individual and organizational engagement efforts. The CIDR and PCC projects 
validated the Mile One framework as a tool to enhance and sustain performance. Engaged staff 
participated and took ownership of their individual practice while serving as an influence on the 
nurse executive’s vision for organizational culture, transformational leadership, and improved 
patient safety. The Mile One framework, in turn, created a transformative process of trust 
amongst the frontline nursing staff. In this study, nurses who were recruited as PCCs engaged in 
higher-level education, for which the organization offered incentives to the nursing staff who 
desired to pursue advanced practice degrees. The success and engagement of the staff are 
supportive of Kanter’s theory of empowerment, which suggests “power begets power.” The 
influence of powerful leaders creates a sense of empowerment among subordinates, who then 
gain power over their environment. Kanter’s theory suggests that a leader’s power will grow by 
sharing power through empowering others; resultantly, leaders will realize increased 
organizational performance (Kanter, 2015). 
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Bowles, Batcheller, Adams, Zimmerman, and Pappas (2018) conducted a semi-structured 
qualitative study and interviewed 16 nationally recognized nurse leaders concerning thoughts on 
nurse leadership and the implementation of the Quadruple Aim. The concept of the Quadruple 
Aim originated from that of the “Triple Aim,” which attempted to advance patient care and 
experience (quality and satisfaction), by improving the health of populations and reducing the 
per capita cost of health care. The component of staff satisfaction was missing in the “Triple 
Aim,” which then resulted in the development of the “Quadruple Aim” that would include staff 
satisfaction. The “Quadruple Aim” targets low staff engagement and clinician burnout as well as 
how these concepts directly correlate with lower patient satisfaction, poor quality outcomes, and 
higher organizational costs (Bowles et al., 2018). A qualitative content analysis of verbatim 
interviews was performed to identify codes, categories, and themes. Transcripts were reviewed 
in the iterative process to obtain meaning and context of discussions and derive code language. 
The findings of this study concluded support was needed for quality practice and competency for 
all nurse leaders to drive advocacy, influence, and innovation. The Quadruple Aim serves as a 
conceptual framework, much like the Mile One, to optimize practice work environments and 
improve patient experience. 
A quantitative cross-sectional observational survey by Crawford and Daniels (2014) 
examined how followership styles (independent variable) were heavily influenced by burnout 
environments and nurse leaders. Two established valid and reliable surveys were utilized to 
measure followership style levels and emotional disposition. The Kelley Followership 
Questionnaire was utilized to measure nurse followership styles: exemplary, alienated, 
conformist, pragmatic, and passive (dependent variable). The Maslach Burnout Inventory was 
utilized to measure emotional disposition with three subscales introduced for emotional 
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exhaustion, depersonalization, and personal accomplishment. The study found a high degree of 
association between followership styles and nurse burnout. Nurses’ optimal level of prudence 
degenerates because of impaired nurse leadership, stagnant work environments, and burnout, 
rendering patients and health care environments subject to vulnerable to poor outcomes 
(Crawford & Daniels, 2014). The association between patient safety climate and nurse-related 
organizational factors creates a heavy impact on patient outcomes. Leaders in health care 
organizations must be keen to implement tactics and intervention strategies to tackle ineffective 
leader–follower exchanges and mitigate burnout work environments for reducing such potential 
risks (Crawford & Daniels, 2014). The results of this study can assist nurse leaders and health 
care industries with developing the awareness that inseparable links exist among nurse leaders, 
frontline nursing staff, the professional practice work environment, and patient care outcomes. It 
is imperative for nurse leaders to gauge professional practice work environments, staff, 
resources, and nurse autonomy, low active-engagement environments, alienated staff, and lack of 
resources with regard to their impacts on patient safety and morbidity. 
A systematic review of research by Aiken, Clarke, Sloane, Lake, and Cheney (2009) 
examined whether better hospital professional practice work environments were associated with 
lower patient mortality rates and better nursing outcomes. The Practice Environment Scale of the 
Nursing Work Index (PES-NWI) was utilized in this study. The data analyzed combined hospital 
characteristics, patient outcomes, and results from a survey of nurses involved in direct patient 
care throughout 168 hospitals (80%) of the 210 adult acute care hospitals in this study. A random 
sample of 50% of registered nurses (RNs) was included in the study, and the response rate to the 
questionnaire was 52%. Areas measured included nurse staffing and education, patient care 
environments, nurse job outcomes, and patient outcomes. Based on survey results in a sample 
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size of 10,184 RNs, a higher percentage of nurses in poor Professional Practice Work 
Environment (PPWE) reported high burnout levels and poor job satisfaction. The percentage of 
nurses who reported the quality of care of patients as poor or fair was twice as high in hospitals 
with poor PPWE compared to those without. Outcomes of 232,342 patients aged 20–85 years 
were included and analyzed. The study concluded that poor care environments, staffing, and 
nurse education were associated with the increased failure to rescue and poor mortality rates. 
Conclusive evidence indicated that hospitals with improved care environments, engaged and 
innovative staff, ample resources, and clear nursing leadership provided a more engaged 
environment for nursing, resulting in decreased mortality rates and better patient outcomes. 
Further study and research were recommended, to produce cross-sectional and longitudinal data 
and allow for the further inclusion of other variables to establish the causal links between better 
care environments and more favorable patient outcomes (Aiken et al., 2009). 
Ducharme, Bernhardt, Padula, and Adams (2017) examined the relationships between 
leadership engagement and leaders’ influence over the professional practice work environment. 
Through a non-experimental method of prediction, the study compared the significance of 
positive perceptions of influence by nurse leaders when resources were available in the 
professional practice work environment, which included a collegial administrative approach, 
authority, and set leadership expectations to staff. The measurement tools included the Essentials 
of Magnetism II (EOMII) tool and the Leadership Influence over Professional Practices 
(LIPPES) scale. A convenience sample of 30 nurse leaders and 169 clinical nurse leaders 
participated in this study. The findings of this study support the assertion that nurse leaders are 
an integral component to enhancing professional practice work environments and an influential 
link between nurse leaders and the professional practice work environment.  
CREATING A MILE ONE NURSE LEADERSHIP SIMULATION 18 
Bender, Williams, Su, and Hites (2016) reported that the use of influencing perceived 
success models in the microsystem care delivery model showed relevance for the successful 
implementation of strategies to enhance the professional practice work environments. The model 
integrates and addresses organizational and implementation characteristics and as well as nurse 
leaders’ perspectives on influence. The purpose of the study was to determine whether 
empowerment in nurse leaders could enable nurse teams to deliver high-quality patient care. 
From a sample size of 585 nurse leaders, who included clinical nurse leaders, managers, nurse 
educators, and clinicians, it was found that clinical nurse leader initiatives to enhance 
professional practice work environments and empowerment indicated relevant relationships 
between engaged nurse leaders and patient care quality outcomes. 
Wong, Grettam, and Cummings’ (2013) systematic review explores the relationships 
between nursing leadership and patient outcomes. Process gaps were associated between nurse 
leaders, and patient care outcomes were explored. Eight online bibliographic databases were 
searched for articles published from 2005 to 2012, and they were evaluated with descriptive 
analysis. The search yielded 121 articles, out of which 108 were excluded as per the selection 
criteria. The remaining 13 articles and seven articles retained from a previous systematic review 
conducted by Wong and Cummings (2007) resulted in 20 total studies. All articles used a cross-
sectional design, and of the 20 included articles, 17 were rated as strong and three moderate. The 
study examined leadership behaviors, competencies, leadership styles, and practices self-reported 
by leaders, identified through direct observation or rated by followers. The category “leaders” 
was defined as a nurse in a formal leadership/management role who supervised other nurses. 
Patient safety outcomes were also reviewed. The analysis noted a connection between supportive 
leadership styles and positive patient safety outcomes. However, limitations suggest that 
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variability in the conceptualization and measurement of leadership across different studies may 
limit the validity and generalizability of findings (Wong et al., 2013). 
Rationale 
The Adams Influence Model (AIM) (see Appendix C: Adams Influence Model) is a 
theoretical framework specifically formulated to provide attributes of influence and identify 
linkages between leaders and their professional practice work environments and outcomes. The 
AIM was developed through an iterative process based on a comprehensive review of literature 
supporting influence, expert commentary, multiple pilot studies, evaluation of nursing theories, 
and validation by external data sources (Adams & Natarajan, 2016). The AIM provides a 
roadmap for developing effective strategy to achieve influence amongst individuals or groups. 
Influence is a key determinant to effect decision-making as well as motivate, and align staff. The 
AIM model focuses on three elements: a) Influencing the agent and target, i.e., the nurse leader 
attempting to sway another person or group, and focusing efforts on these targets, b) Influencing 
factors and attributes that impact the influencing agent such as authority, communication traits, 
knowledge-based competence, status, and use of time, and c) Personal, interpersonal and 
organizational systems with regard to how influence is affected by personal, interpersonal, and 
social systems (Adams & Natarajan, 2016). The AIM conceptual framework is a useful tool for 
nurse leaders entering or assuming new roles and provides a guideline on how to build influence 
in professional practice.  
Bridges’ (2017) new model of change theory provides a conceptual framework that 
considers the individual characteristics of both staff and nurse leaders. By integrating Bridges’ 
three separate processes of endings, exploration, and new beginnings, both models helped 
mitigate barriers and challenges during this DNP project. Adams and Bridges’ frameworks were 
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used to guide each phase of this project, as it considered leadership change over the professional 
practice work environment. Both theories provided guidance in the development of the Mile One 
Leadership Toolkit for nurse leaders and provided a foundation to improve the professional work 
environment, enhance leadership and staff engagement, and build a culture of accountability.  
Specific Aims 
The aim of this project is to implement and develop the Mile One Leadership Simulation 
Toolkit for nurse leaders for improving perceived leadership influence, utilizing three different 
nurse leadership simulation scenarios that incorporated the Mile One Nurse Leadership 
Simulation Toolkit. The toolkit targets the three concept areas of the Mile One framework and 
provides learning outcomes, objectives, and critical learner actions for the experiential learning 
of nurse leaders. The Mile One framework has never been applied to simulation training for 
nurse leaders. The simulation toolkit was intended to provide nurse leaders with a foundational 
training and education of the Mile One concepts and integrate them to real-life simulation 
scenarios. As a result of this project, nurse leaders will be able to utilize this toolkit and access it 
through the HealthImpact California Simulation Alliance (CSA) as a method of experiential 
learning for current and aspiring nurse leaders (see Appendix D: Letter of Support from 
HealthImpact CSA).  
By integrating learning outcomes from the Mile One Nurse Leadership Simulation 
Toolkit into daily practice, nurse leaders can build on their skills to engage their nursing teams, 
understand their personal influence over the PPWE, and recognize how leadership influence 
affects patient care outcomes. Recognizing nurse leader talent to fill nurse leader roles is 
imperative. Adequate training, time, and resources should be made available to attain success 
and professional development. The integration of the Mile One framework into a leadership 
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simulation provides nurse leaders with education and leadership development opportunities to 
build a culture of influence and attain empowerment through the use of the toolkit. 
Methods 
Context 
The objective of this project was to provide education and intervention to nurse leaders 
on the Mile Once concepts and integrate them into a simulation. Nurse leaders would then utilize 
the knowledge and skills gained in their professional practice environments. The key 
stakeholders of this project were the nurse executives, shift nurse managers, nurse directors, and 
nurse educators within the hospital setting. Cohort 9 students of the Executive Leadership Doctor 
of Nursing Practice (ELDNP) at the University of San Francisco (USF) were essential to the 
testing and piloting of this project and were introduced to the ELDNP cohort on March 12, 2019. 
The revisions for this project were implemented on May 1, 2019, and final validation was 
completed by Dr. K.T. Waxman, Director of the California Simulation Alliance (CSA) at 
HealthImpact on May 16, 2019. The other stakeholders included the HealthImpact California 
Simulation Alliance staff and leadership, who supported the development of this toolkit.  
According to the literature review, nurse leaders are considered a high-risk group for 
experiencing burnout that ultimately results in poor professional practice environments, 
disengaged staff, and stagnant growth both in the environment and personal role. An essential 
component to the leadership development toolkit was to formulate a tool that would measure 
individual nurse leaders’ perception of influence. Testing this DNP project with the DNP Cohort 
9 Students at the University of San Francisco provided more insights on how to measure the 
leadership perception of influence and refine the Mile One Leadership Influence Survey 
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(MOLIS) measurement tools before piloting (see Appendix E: CQI Method and Data Collection 
Tool (MOLIS)) 
Intervention 
Multiple hospitals were involved in this DNP project. Initially, a gap analysis was 
conducted at a hospital in Fresno, California, which was a 254 acute care bed community 
hospital. As making progress in the project proved challenging due to leadership realignment, a 
secondary hospital was identified (previous place of employment of the investigator), a 474-bed 
hospital located in San Jose, California that underwent multiple leadership turnovers from the 
nurse executive to the middle-management levels. The constant leadership turnover resulted in 
tension among and resistance from the frontline nursing staff at the hospital. After careful 
evaluation and consideration of the inconsistent nursing leadership, the investigator reconsidered 
whether the hospital was a good fit for the successful implementation and sustainability of the 
Mile One Leadership Simulation Toolkit; however, it provided a fertile environment for 
gathering needs assessment data to develop the leadership development simulation scenarios.  
In addition, the interim Chief Nurse Officer (CNO) of the hospital in San Francisco 
identified an urgent need for leadership development, and the organization was determined a 
good fit for this project. The Mile One Leadership Simulation Toolkit consisted of a short Mile 
One framework PowerPoint presentation, a pre- and post-leadership influence survey, three 
simulation scenarios incorporating both QSEN and AONL leadership competencies, and a post-
evaluation of the intervention. Based on the gap analysis performed at three different hospital 
locations, the Mile One Leadership Simulation Toolkit for nurse leaders, located on the 
California Simulation Alliance simulation portal at HealthImpact,  provided an accessible 
resource to promote leadership influence, engagement in stagnant work environments, as well as 
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accord nurse leaders the necessary tools to build a culture of empowerment, safety, and 
accountability for future interested hospital organizations.  
The first leadership scenario of the Mile One Leadership Simulation Toolkit addressed 
leadership environments and outcomes. The nurse leaders engaged in role play that consisted of 
a nurse leader and a staff nurse. Emphasis was placed on nurse leader influence, influence over 
professional practice, communication of a shared vision and modeled leadership behavior. 
During simulation, the learner (shift nurse manager) demonstrated influential nurse leader 
behaviors to support a common vision and goal. The learner shared a collaborative interest with 
the staff nurse (another nurse leader in role play) to build a collaborative interest in bringing 
about a change in the professional practice work environment. The learner demonstrated 
authentic listening and acknowledged the values and contributions that the nurse desired to 
change culture. The learner verbalized a desire to empower the staff nurse to take the lead on the 
proposed initiative from the scenario and shifted the focus from problem-solving to solution-
seeking.  
The second scenario addressed the second concept of the Mile One framework that 
addressed nurse leader influence in a disengaged professional practice work environment. Role 
play included a nurse leader and a charge nurse (shift nurse manager in role play). The emphasis 
in this scenario was for the nurse leader to nurture, support, and restructure the misaligned 
relationship between the staff and leadership while attempting to build a trusting relationship 
with the charge nurse. The learning outcomes in this scenario were for the learner to evaluate the 
current environmental culture and verbalize strategies to enhance the participation of disengaged 
staff. Other learning outcomes included verbalized strategies to increase morale and empower 
staff through active engagement and emotionally presence.  
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Scenario three encompassed concept area three of the Mile One framework that 
addressed patient and organizational influence on the nurse leader. In this scenario, the role play 
included the nurse leader and a nurse executive. The Chief Nurse Executive (CNE) participated 
in character in the role of the CNE. In this scenario, emphasis was placed on the nurse leader 
engagement and empowerment to influence nurse executive leadership for sharing accountability 
in organizational outcomes. Emphasis was placed on the relationship between nurse leadership 
and nursing and patient care outcomes. The skills attained in the scenario were intended at 
achieving a conceptualized understanding of the ‘Quadruple Aim” and applying them with a 
common solution to achieve patient outcomes and organizational influence on the nurse leader. 
Gap Analysis 
The Mile One Leadership Simulation Toolkit was developed based on the findings of a 
formal gap analysis completed at the hospital located in San Francisco, California (see Appendix 
F: Gap Analysis). The gap analysis compared actual current leadership performance with 
potential leadership performance and identified the factors required to reach the integration and 
understanding of the Mile One framework. The gap analysis identified multiple themes, 
beginning with the urgent need to retain shift nurse managers, provide a leadership development 
structure, increase nurse leader engagement and nurse leaders’ self-perception of influence. 
Additional themes included the need to create a sense of empowerment and improve nurse leader 
relationships with the nursing staff in in-patient units, broaden leadership competencies, adopt a 
culture of accountability and optimize staff recognition efforts while embracing a culture of 
empowerment amongst nursing staff as well.  
The state of the hospital at the time of analysis confirmed an increase in leadership turn-
over rates and lack of leadership development strategies for nurse leaders. After the completion 
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of the analysis, opportunities were identified. The changes in leadership structure had created 
tension among and burnout in shift nurse managers. The resignation of two charge nurses due to 
the proposed leadership restructuring had heavily impacted the expectations and deliverables of 
nurse leaders. A lack of cultural accountability seemed to be the common issue in each team. 
Short staffing was identified to have a direct impact on nurse leaders’ stress and staff 
relationships. The nurses originally in the charge nurse role either were promoted to the shift 
nurse manager or resigned themselves so as to not return to the frontline staff. Leaders who had 
been recently promoted had very little to no leadership training or experience.  
The implementation of the Mile One Leadership Toolkit would embrace elements of the 
“Quadruple Aim.” While the “Triple Aim” focuses on improving the lives of patients and places 
patients at the center of care, the Mile One Leadership Simulation Toolkit adopts components of 
the “Quadruple Aim” by elevating health equity and joy in the meaning of work. Through 
intervention, nurse leaders were able to integrate learnings from the Mile One Leadership Toolkit 
in conjunction with simulation training to improve perceived influence, staff relationships, 
empowerment in their role as a nurse leader, empowerment for staff, professional practice work 
environments, culture of safety, patient quality outcomes, and the culture of accountability in 
their teams. The Mile One Leadership Toolkit was created based on the elemental factors of the 
AIM theoretical framework, incorporating practice, research, and theory to influence leadership 
development outcomes.  
Gantt Chart 
The work and timeline of this project were determined in collaboration with the 
participating hospital and organizational nurse leaders (see Appendix G: Gantt Chart). This tool 
proved useful for managing the progression and activity of the project schedule. It provided a 
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foundation for scheduling tasks and defined the pathway for the completion of this project. The 
initial stages of the project began in January 2018, when the leadership development project was 
identified. The project underwent multiple changes due to the realignment of venues and project 
direction. After the development of the aim statement, the necessary stakeholders were 
identified. In January 2019, three Mile One leadership simulations were developed and planned 
over a three-month span. Testing was executed amongst the ELDNP USF Cohort 9 students in 
March 2019, and final validation was completed in May 2019. The target date for the completion 
of this project advanced from October 2019 to June 2019 at the request of the nurse executive 
from the participating hospital in San Francisco, California, shortening the anticipated 
completion time. The project was revised three individual times to incorporate leadership 
competencies that embraced that of both the AONL and QSEN. The final execution of the 
project was on August 15, 2019. 
Work Breakdown Structure 
Creating a work breakdown structure helped to identify the goals, objectives, and 
resources required to complete each stage of the project. The project included four phases: 
initiation and planning, toolkit development, implementation and evaluation, and completion 
(see Appendix H: Work Breakdown Structure). 
Strength, Weakness, Opportunities, Threats (SWOT) Analysis 
An analysis of the organization’s strengths, weaknesses, opportunities, and threats 
(SWOT) was completed (see Appendix I: SWOT Analysis). The organization had several 
internal strengths that were helpful in achieving the project objectives. Shift nurse managers and 
other nurse leaders were dedicated to providing excellent leadership and safe patient care, and if 
interventions helped achieved this goal, then they would likely be engaged. Nurse executive 
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leadership was supportive of the implementation of this project, as they favored leadership 
development and AONL and QSEN competencies integration into practice. This support was 
evident from the organization and nurse leaders’ willingness to participate in the Mile One 
leadership simulation training. The strengths of this project supported nurse leaders to build 
influence, gain control of the professional practice work environment, self-engage in their role 
identity, as well as allowed for innovative empowerment of the frontline staff. 
An internal weakness potentially harmful to achieving the project objectives was 
leadership instability and lack of retention from the executive to middle-management levels. As 
at the time of this DNP project, the nurse leaders experienced an unfavorable climate, there 
existed a potential for non-attendance or inadequate attendance by nurse leaders. External factors 
included a potential merger with a sister hospital. Opportunities included the need for a larger 
sample of nurse leaders for successful sustainability after pilot implementation. Opportunities 
added more value, as leadership development strategies were lacking to identify nurse leader 
influence and enhance the professional environment. Potential threats were the interferences with 
project participation and included competing priorities, stagnant disposition, inadequate nurse 
leader attendees, and individual nurse leaders might not have recognized a need for identifying 
perceived leadership influence as attendance for nurse leaders was only voluntary.  
Project Budget 
A project budget (see Appendix J: Project Budget) was developed to support the 18-
month implementation plan. The plan included costs of supplies for toolkit components, such as 
folders, reprographics, printing, lamination, swag, and food and refreshments for distribution to 
participants on implementation day. Shift nurse managers were exempt; therefore, salary costs 
were not included in the project budget. Salary costs are considered integral to their already 
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compensated roles and organizational responsibilities. However, a normal membership in the 
California Simulation Alliance costs approximately $125 per individual for those residing in the 
state of California. Simulation-intensive classes for nurse leaders to develop and learn skills to 
create simulation generally costs from $1,250 to $1,500 for non-members. Travel expenses to the 
simulation location vary on an individual basis. The cost of travel incurred by the investigator to 
gain knowledge and insights on project content and simulation integration was $100. The cost 
for the testing implementation at the University of San Francisco was $100 for gas and travel 
round trip and $300 for reprographic fees. The cost for the pilot implementation included that of 
folder portfolios, which included the executive summary, sticker logos with the Mile One logo, 
small notebooks, and three simulations scenarios attached to a key ring. Pilot implementation 
cost approximately $600 for materials, reprographics, and lamination. Travel and gas were 
approximately $100, and food and refreshments distributed on implementation day cost $75. 
With voluntary participation, for exempt nurse leaders, no replacement cost for attendance was 
charged. The training was attended by 11 shift nurse managers, directors, and nurse executives. 
The total budget for the first year of the project was $2,075, including that of memberships, 
travel, and reprographics. 
Responsibility and Communication/DNP Project Charter 
An information and communication plan was created to ensure focused and timely 
communication with all the stakeholders involved in the participation of this project, including 
the CNO, nursing directors, shift managers, and nurse educators. The purpose of the information 
communication plan was to align the project with the organizational values and nurse leader 
competencies while reinforcing the importance of providing adequate support for the success of 
this project. Communication methodologies employed in each phase of this project included 
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phone calls, 1:1 meetings with the CNO, meetings with Dr. Tanya Osborne Mckenzie (content 
expert), telephone meetings with Dr. K. T. Waxman, Director of HealthImpact (CSA), and Dr. 
Jeffrey Adams, creator of the Mile One Framework, as well as Zoom sessions with Dr. Mary 
Lynne Knighten, Faculty Advisor of the investigator. This multi-modal approach provided 
flexibility for the involvement of all stakeholders as well as engagement and smooth flow in each 
phase of the project. As the lead of this project, the investigator reported the progress of the Mile 
One Leadership Simulation Toolkit during scheduled meetings and discussions with stakeholders 
and content experts to maintain accountability and communication with all committee members 
and content experts for this project. The reporting of project findings and results helped to 
determine any necessary modifications to the toolkit (see Appendix K: Information 
Communication Charter). 
Cost–Benefit Analysis 
According to the Agency for Healthcare Research and Quality (AHRQ) (2017), return on 
investment (ROI) shows how much financial gain an organization can obtain from each dollar 
invested in a project or quality improvement program. The Mile One Leadership Simulation 
Toolkit was a quality improvement project geared toward preventing high recruitment costs due 
to nurse leadership turnover and vacancies and high-cost interim contracts for nurse leader 
replacement. Review of the cost–benefit analysis (see Appendix L: Cost–Benefit Analysis) using 
the HealthImpact Return on Investment (ROI) tool indicated supplemental cost for incumbent 
leaders to assume responsibilities while covering a leader vacancy. The average interim leader 
cost is about $15,000 per Full Time Equivalent (FTE) per month when compared to industry 
standards. The participating hospital had four leadership vacancies unfilled for four months. The 
average time to fill vacancies is about eight months, which costs the organization a total of 
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$440,000 in interim leadership contracts filling four full-time nurse leader positions and/or 
additional compensation for current leaders to take on the responsibility of additional units. 
Other related costs include human resources (HR) costs related to recruitment. Recruitment costs 
include that of online job marketing averaging a total of $5/day, HR personnel amounting to an 
hourly rate of $280/day, and potential new leader sign-on bonus and relocation costs at $10,000 
minimum. These costs were researched and compared to industry standards using information 
derived from nursing leader recruitment agencies such as ANM, Kaye & Bassman and Clinical 
Management Consultants due to the inaccessibility of propriety confidential salary information at 
the participating hospital. Average recruitment costs were $1,480 and $4,200 for onboarding. 
Total HR cost avoidance was $62,720, based on the expected HR cost to recruit, screen, hire, 
onboard, and orient the number of leaders (not FTEs) needed to fill current vacant positions. By 
attending the Mile One leadership training simulation and avoiding nurse leader burnout, an 
anticipated reduction in resignation can be achieved by 57% based on the improved perception of 
empowerment that nurse leaders secured through simulation as a result of obtaining Mile One 
leadership skills. The forecasted decrease in anticipated HR costs based on reduced number of 
voluntary/involuntary separations and associated vacancies within the first year of employment 
would yield a potential savings of $35,750. 
Study of the Intervention 
The Mile One Leadership Simulation Toolkit was piloted at the aforementioned hospital 
located in San Francisco, California on August 15, 2019. Participation was open to all nurse 
leaders hospital wide. Shift nurse managers, directors, educators, and the CNO participated in the 
simulation. Nurse leaders were offered the MOLIS to gain insights on their pre-simulation 
survey perception of self-leadership influence. The pre-simulation survey consisted of 11 
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domains. The MOLIS asked questions surrounding leadership influence pertaining to PPWE, 
empowering behaviors, setting achievable milestones for the team, effective communication, 
engagement, encouragement and motivation, coaching and flexibility, environmental change, 
outcomes management, and professional burnout. A brief 30-minute PowerPoint presentation 
was provided to explain the background of the Mile One leadership framework after pre-
simulation survey completion. The participants were offered the opportunity to ask questions 
after the completion of the Mile One presentation, and a short while was spent in dialogue to 
discuss the current culture climate. The hospital’s state at the time of the project implementation 
confirmed an increase in leadership turnover rates and a lack of leadership development 
strategies for nurse leaders. Changes in leadership structure created tension among and burnout 
in shift nurse managers. The resignation of two charge nurses due to the proposed leadership 
restructuring heavily impacted the expectations and deliverables of nurse leaders. A lack of 
cultural accountability seemed to be the common issue in each team. Short staffing was 
identified to have a direct impact on nurse leader stress and staff relationships. Nurses originally 
in the charge nurse role either were promoted to the shift nurse manager or resigned themselves 
so as to not return to the frontline staff. Leaders recently promoted had very little to no 
leadership training or experience. Participants engaged in sharing the state of their professional 
practice environment, leadership challenges, and perceived barriers to influence.  
The Mile One Leadership Toolkit is intended for experienced and new or emerging nurse 
leaders. The toolkit integrates both QSEN and AONL leadership competencies for nurse leaders. 
Due to the small sample size of nurse leaders, the idea to perform each simulation and role play 
together seemed most fitting to integrate both experienced and new nurse leaders in this project. 
The Mile One Leadership Simulation Toolkit provided three leadership simulations that 
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embraced the three concept areas of the Mile One framework. The participants included five 
shift nurse managers, two directors, and one nurse executive. Out of the seven attendees in the 
pilot implementation, five shift nurse managers attended the simulation training to its completion 
and were considered for this investigation. 
During debrief of scenario one nurse leaders shared feedback surrounding the 
appropriateness of open communication and how too often authentic listening isn’t an immediate 
practice. The nurse leaders shared how sometimes it may be that their response is already 
formulated and processed conceptually to respond and too often the authentic listening doesn’t 
always occur. Another nurse leader shared how imperative it is to support an idea staff bring 
forward and not let the typical response “there is no support for that” happen. The nurse leader 
shared how this can discourage staff and even further elicit a stagnant environment and prevent a 
changed culture from happening.   
During debriefing of simulation scenario two the nurse leaders identified how close the 
role play was to everyday operations and how the communication style of the charge nurse was 
to that of disengaged staff on the units. The learner indicated how challenging it was for her to 
find a solution because the role play was so intense surrounding disengagement. The learner 
realized that when she started to verbalize strategies to the charge nurse then the scenario took a 
turn to a positive and collaborative solution. The learner realized that when she discussed 
strategy and made plans for deliverables then the simulation seemed to be easier to head to a 
common ground. During this investigator’s observations the nurse leader demonstrated authentic 
listening and demonstrated attempts to build an interpersonal relationship with the charge nurse. 
Another observation included influential tactics from concept two of the Mile One framework.  
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During the investigator’s observations of the scenario, three nurse leaders analyzed the 
current state of a real issue within the hospital and shared it with the nurse executive. The nurse 
leader addressed how quality metrics and patient care surveys have addressed the poor 
conditions of one of their local clinics due to a largely soiled carpet. The nurse leader shared how 
many of the patient care surveys addressed the common theme surrounding the appearance of the 
clinic carpet and how this gave the impression of dirty and poor services. The nurse leader 
engaged the nurse executive to participate in a planned walkthrough. The nurse executive 
expressed that as issue such as this would have a significant impact on the patient care 
experience, she would perform a site visit to the clinic the next day. The nurse executive also 
encouraged all the nurse leaders to bring forth any identified areas in need of support to help 
improve both the morale of nurses and address any pressing concerns that impacted patient care 
experience.  
During the debriefing of scenario three, the nurse leader shared that she felt intimidated 
to bring this issue of how aesthetics of the clinic’s carpet appearance brings unfavorable patient 
experience comments through Press Ganey verbatim comments to the nurse executive’s 
attention. She shared that she realized the CNE had much on her agenda and that this was 
probably a smaller issue on her mind. The CNE responded that the issue was a highly valid 
concern and that she would do more to be more present so that nurse leaders did not feel 
intimidated. One nurse leader suggested rounding on units once a month would help build 
executive presence for the teams. The CNE agreed to fit this in her agenda once a month. 
Following the simulation training, a plan, do, study, act (PDSA) cycle was conducted, and the 
intervention was evaluated (see Appendix M: PDSA). Debriefing after simulation provided 
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insights to gain knowledge as well as skills and practices from the training for the learner. A 
new-found perception of leadership influence was gained. 
Measures 
The tool utilized to analyze the interventions undertaken in this project was a de-novo 
MOLIS. The MOLIS used in this project was developed by the investigator and was used to 
determine the perceived leadership influence of nurse leaders, both pre- and post-simulation. A 
literature review was conducted to determine the areas of leading with influence while assessing 
leadership potential, leadership attributes, effective leadership, employee engagement, nurse 
leader burnout, and transformational leadership. The survey constituted 11 domains divided into 
four Likert scales. The survey targeted nurse leaders to obtain their perception of their role as a 
nurse leader. The survey addressed influence over professional practice and the ways to convey 
win-win information to staff, influence quality outcomes, enable staff empowerment and 
engagement, and create a culture of accountability in professional environments. The goal of this 
project was to implement improvements in perceived influence, provide an in-depth 
understanding of the Mile One framework, and identify how to integrate the toolkit for future 
practice. The survey was administered via paper. The participants performed a self-evaluative 
pre- and post-intervention surveys. The scores on the survey provided a pre self- evaluation 
baseline on role clarity, influence, empowerment, burnout, and engagement. The post-survey 
determined the impact of the educational intervention. The post-intervention survey determined 
the impact of the educational intervention. The MOLIS self-assessment survey gleaned 
information about how nurse leaders perceived influence over their team and environments while 
understanding their inseparable link to patient care outcomes (see Appendix N: MOLIS 
Analysis) The nurse leaders recognized how prevalent this problem was and related practices to 
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concept areas within the Mile Once framework for opportunities for change. With participation 
voluntary, their openness to self-assess and perform the leadership simulation were determined 
by the changes identified in their perception of nurse leader influence after intervention. A future 
longitudinal study is recommended to determine the ways to secure a reduction in nurse leader 
turnover rates over time.  
Analysis 
The measurement strategies included a quantitative analysis of the MOLIS to compare 
the changes in the nurse leaders’ perception of leadership influence, retention, and understanding 
of the Mile One leadership framework. This measurement strategy allowed the investigator to 
describe, compare, and characterize the relationship between disengaged leaders and the impact 
on their professional environment. To ensure data was clean and free of error, the pre-
intervention survey was provided prior to the simulation intervention. Nurse leaders were 
provided with the article “Applying the Model of the Interrelationship of Leadership 
Environments and Outcomes for Nurse Executives” by Dr. Jeffrey Adams prior to the simulation 
training via email by the CNO. All nurse leaders were asked if they had read any article 
highlights of the Mile One prior to the intervention, and they stated that they had not. The pos-
intervention survey was then distributed again post-simulation intervention. The pre-intervention 
survey allowed for a pre-assessment before intervention and eliminated outlier responses or the 
need to exclude responses. The data obtained in the pre- and post-intervention surveys was 
quantitative and gave each participant a score on the Likert scale on 11 different domains. Higher 
scores corresponding to “strongly agree” indicated an increased understanding of the Mile One 
framework and the ability to integrate the leadership intervention into new practice, reduce 
leadership turnover, disengagement, and burnout, and improve work environments. These scores 
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were color-coded as dark blue. Scores for “some-what agree” were color-coded as green, “some-
what disagree” as orange and “strongly disagree” as red. A graph was created utilizing the results 
of the pre- and post-intervention surveys. The data was composed of a four-point Likert scale 
and compared for analysis. All data was converted to percentile scoring pre- and post-
intervention to determine changes in perception after participation in the Mile One leadership 
simulation. 
Ethical Considerations  
The aim of this project is to improve the process of nurse leader development and 
establish standards for evidence-based change. The project is a quality improvement initiative 
(see Appendix O: IRB and/or Non-Research Approval) and meets the guidelines for evidence-
based change in practice project. The aim of this project is to improve the process of delivery of 
care with established/accepted standards and to implement evidence-based change. No other 
leadership development programs were offered in the organization of this kind. Each nurse 
leader was provided with a blue folder that included a short Mile One Leadership Simulation 
Toolkit narrative summary and a Mile One concept triangle chart. In the two surveys for pre- and 
post-intervention evaluation, the nurse leader participants were referred to with the numbers 
ranging from 1 to 5 to ensure confidentiality and privacy. The blue folders were provided to the 
participants after the completion of the pre-intervention survey. Participation was completely 
anonymous and voluntary, which allowed the participants to feel at ease while registering their 
responses and addressing concerns when questioned during simulation debrief.  
Provision 6 of the American Nurses Association (ANA) Code of Ethics states that “The 
nurse, through individual and collective effort, establishes, maintains and improves ethical 
environment of the work setting and conditions of employment that are conductive to safe, 
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quality healthcare” (American Nurses Association, 2015). The Cura personalis mission of the 
University of San Francisco accords recognition to the whole person as well as respect to 
intellectual, physical, spiritual health and autonomy. Jesuit core values, as described in the 
University of San Francisco’s (n.d.) mission statement, that relate to this project are “Full 
development of each person and all persons, with the belief that no individual or group may 
rightfully prosper at the expense of others” (para. 5). Ensuring personal growth and development 
of nurse leaders means that we are developing the individual and enhancing an environment 
where the patient too will prosper. Also, the Jesuit value of creating a culture of service that 
promotes dignity and respect for every individual is at the center of this project, ensuring that the 
nurse leader, nurse, and patient outcome are valued, thus ensuring dignity to all.  
Results 
The Mile One leadership framework initially started as a framework developed by Dr. 
Jeffrey Adams. The purpose of this project was to integrate concepts from the Mile One 
leadership framework and develop a leadership simulation that would address the everyday 
challenges of the nurse leader with real-life encounters through simulation. Through the pre-
intervention survey, nurse leaders would provide insights on their individual perception 
surrounding influence over their staff, environment, and within the organization. Thereby, the 
Mile One Leadership Simulation Toolkit was developed. A pre- and post-survey, a PowerPoint 
presentation, and three simulation scenarios that addressed each concept of the Mile One 
framework were tested with the ELDNP Cohort 9 students. Due to time constraints and needs of 
the participating hospital, the investigator was unable to test this project with the ELDNP 
students in Cohort 10. Revisions to this project and simulations were made based on the 
recommendations of the ELDNP Cohort 9 class and the CNO of the participating hospital to 
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include leadership competencies from the AONL for nurse managers. The project was then 
submitted for review and validation by Dr. K. T. Waxman, Director of the HealthImpact, 
California Simulation Alliance. The Mile One Leadership Simulation Toolkit was developed to 
target nurse leaders who supervised nursing staff. At the request of the CNO of the participating 
hospital, the project changed its subjects to target nurse leaders to include shift nurse managers, 
directors, nurse educators, and executives.  
A total of five nurse leaders who participated in the simulation were considered for the 
evaluation and findings of this project. While eight shift nurse managers signed in, three of them 
were not considered because they did not participate in the complete Mile One leadership 
simulation training. A careful analysis of all surveys was performed. In the pre-intervention 
survey results, the majority of nurse leaders responded that they either “strongly agree” or 
“somewhat agree” with the eleven domains. One nurse leader who was new to the role indicated  
“somewhat disagree” in five out of eleven domains and identified their responses to the 
performance accountability, employee engagement, effective communication, environment of 
change, outcomes management and burnout domains. After intervention newer nurse leaders 
changed their responses to “strongly agree” and “somewhat agree” in the post-simulation survey. 
A clear consensus existed on the improved understanding of the Mile One concepts and the 
change in the perception of influence post-intervention. 
Discussion 
Summary 
The findings of this intervention indicated that four out of the five participating nurse 
leaders either strongly or somewhat agreed that they incorporated influential traits within their 
practice. The newer nurse leaders initially did not incorporate five of the influential traits into 
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daily practice. Nurse leaders changed their responses from “strongly disagree” or “somewhat 
disagree” to “strongly agree” or “somewhat agree” when answering questions within the eleven 
domains of the post-intervention survey. A clear consensus was obtained regarding 
understanding the relevance of the key concepts of the Mile One framework in everyday 
practice; thereby, the project aim was achieved.  
The key findings of this project included the need to tailor future simulation scenarios. In 
further analyzing the findings, one can draw the conclusion that simulation scenarios should 
target domains on coaching, burnout and environment of change, and outcome management as 
the three domains that have changed the least. Incorporating scenarios that addressed these 
domains specifically in the Mile One Leadership Simulation Toolkit could have influenced the 
post-simulation results and provided the participants with a better understanding of these areas. 
The Mile One Leadership Simulation Toolkit provides leadership development tools by 
correlating influential practices into the professional practice work environment. Nurse leaders 
are able to take the skills gained in the intervention and apply them to daily professional practice. 
The Mile One framework brings nurse leader influence, nurse leader influence over professional 
environments, and patient and organizational outcomes together to influence the nurse leader and 
their role within the organization.  
Interpretation 
The review of results supported that the Mile One Leadership Simulation Toolkit 
transformed the nurse leader perception of their influence on their professional practice work 
environment, with engaging and empowering techniques and strategies, bringing quality 
outcomes to the executive level for organizational outcomes. The findings pertaining to enabling 
improved perception of influential traits post intervention were as follows: 
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Pre-Intervention 
Strongly Disagree 
 In a total of twenty-one pre-intervention questions with eleven domains that targeted 
leadership influence through the MOLIS survey 0% strongly disagreed to any of the pre-
intervention questions surrounding focus and measure, performance accountability, vital 
behaviors, employee engagement, effective communication, encouragement and motivation, 
coaching and flexibility, environmental change, outcomes management, burnout, and influence. 
Somewhat Disagree 
 In the pre-intervention survey 47% of the nurse leaders somewhat disagreed in areas to 
which they felt they had influence in six of the eleven domains. More nurse leaders felt they did 
not have influence over performance accountability and employee engagement.  
Somewhat Agree 
 In the pre-intervention survey 71% of the nurse leaders somewhat agreed in areas to 
which they felt they had influence in all eleven domains. More nurse leaders felt they had 
influence over focus and measure, environmental change, outcomes management, coaching and 
flexibility and influence.  
Strongly Agree 
 In the pre-intervention survey 40% of the nurse leaders strongly agreed in areas to which 
they had influence within the eleven domains. Encouragement and motivation, vital behaviors 
were areas that nurse leaders felt they had major influence.  
Post-Intervention 
Strongly Disagree 
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 Post-interventions indicated a 0% to strongly disagree in any of the post-intervention 
questions and had no impact on change in perception of influence within the eleven domains. 
Somewhat Disagree 
 Post-intervention indicated a 0% to somewhat disagree in any of the post-interventions 
and had no impact on change in perception of influence within the eleven domains. 
Somewhat Agree 
 Post-intervention findings indicate that 100% of nurse leaders somewhat agree that after 
simulation they now have perceived influence in all eleven domains. These areas included focus 
and measure, performance accountability, vital behaviors, effective communication, coaching 
and flexibility, environmental change, outcomes management, burnout, influence and all 
participants changed to a somewhat agree in employee engagement. This indicates a better 
understanding of the importance and awareness of influencing behaviors needed to target 
professional practice environments.  
Strongly Agree 
 Post-intervention findings indicate a 62% of nurse leaders strongly agree that they had a 
perceived understanding of nurse leader influence in all eleven domains. High-level changes in 
perception were recognized under focus and measure, employee engagement, effective 
communication and encouragement and motivation.  
 The above responses were analyzed by considering all pre- and post-intervention results 
and identifying a change in the perceived influence of nurse leaders in the eleven domains 
through a survey composed of twenty-one questions. The Mile One Leadership Survey findings 
chart identifies a color-coded system and notes the differences between the Likert pre- and post-
survey results. The conversions were then charted based on the changes in domains. All 
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participants in this intervention had changed their conceptions about leadership influence after 
performing the Mile One simulation. All nurse leaders chose the “somewhat agree” or “strongly 
agree” response in all eleven domains, which showed a definite improvement from pre-
intervention knowledge to influential characteristics in the professional practice work 
environment. The investigator’s assumption was validated by the changed perception noted 
within the Likert scales of all participants. The pilot of the Mile One Leadership Toolkit 
provided a foundation for nurse leaders to take back to their teams and implement new-found 
knowledge and strategies to enhance their PPWE, engage and empower their teams as well as 
engage with the CNE regarding resources to support quality outcomes within their departments. 
Nurse leaders shared a new vision regarding their perception of how they influence the quality 
outcomes and relationships in their teams.  
Limitations 
 
The challenges encountered in this project included the process of securing an approved 
location to implement the Mile One Leadership Simulation Toolkit. Many project changes, 
including venue change, leadership realignment, interim leadership, and redesign of the project, 
posed many challenges and barriers. The literature review was conducted during this time as 
were conference calls and meetings to determine the current state of need for Mile One 
Leadership simulation for nurse leaders. Environmental challenges and barriers were discussed. 
Many ad-hoc meetings were scheduled based on the identified needs of the project for leadership 
development at the hospital site in Fresno, California. The investigator also encountered 
difficulty in collaborating initially with all stakeholders and content experts for this project. In 
the summer of 2018, the project was no longer considered for application in the initial 
participating hospital due to leadership realignment. In the fall of 2018, a realignment of this 
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project was accepted through HealthImpact CSA. Should the simulation portion of this project 
not have happened, the project would have been limited to toolkit a relationship with the CSA.  
Conclusion 
Although the project was limited by the hospitals involved and gap analysis performed, 
the data provided richer scenarios more useful to people. In conclusion, this project was 
undertaken to evaluate and improve the leadership relationships in the professional practice work 
environment while identifying the changed perceptions after Mile One Leadership training. The 
intervention was implemented to improve the well-being of the nurse leader, staff, and executive 
nurse leader and to have a direct impact on the professional environment and patient care 
outcomes. Utilizing the MOLIS allowed to identify the changes in the leadership perception 
pertaining to 11 different domains and allowed the participants to evaluate their perception of 
influence both pre- and post-intervention. It allowed the investigator to evaluate outcomes post-
intervention. Based on findings and correlations, common themes were recognized. The project 
was limited by the changes in venues and the need for repetitive gap analysis. However, the data 
obtained through the process of reimplementation yielded much richer scenarios, research, and 
resources for the success of this project. To ensure the sustainability of this project, outcome 
measures will be shared with senior nurse leadership so that the benefits to leadership 
development can be achieved and the Mile One Toolkit can be utilized in the future. The Mile 
One Leadership Simulation Toolkit will be made available to all members on the HealthImpact 
CSA portal. Nurse educators and nurse leaders who are members of HealthImpact CSA can 
download the toolkit for implementation into practice. Overall, this project provided valuable 
insights on the in-patient hospital setting to mitigate the stress among the nurse leadership and 
reduce the mid-level nurse manager turnover. The Mile One Leadership Simulation Toolkit 
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holds the potential to become a standard training or onboarding practice for new and experienced 
nurse leaders.  
Funding 
The anticipated costs of the project were estimated and evaluated. Information was made 
available to the nurse leader administration to influence their decision on the use of Mile One 
Leadership Simulation Toolkit. The cost of implementing the Mile One Nurse Leadership 
Toolkit included that of a membership in the HealthImpact CSA, which was an in-kind donation 
provided by HealthImpact CSA for the project.  
  
CREATING A MILE ONE NURSE LEADERSHIP SIMULATION 45 
References 
Adams, J. M., Denham, D., & Neumeister, I. R. (2010). Applying the model of the 
interrelationship of leadership environments and outcomes for nurse executives. Nursing 
Administration Quarterly, 34(3), 201–203. doi: 10.1097/naq.0b013e3181e7026e  
Adams, J. M., Erickson, J. I., Jones, D. A., & Paulo, L. (2009). An evidence-based structure for 
transformative nurse executive practice. Nursing Administration Quarterly, 33(4), 280–
287. doi: 10.1097/naq.0b013e3181b9dce3 
Adams, J., & Natarajan, S. (2016). Understanding the influence within the context of nursing: 
Development of the Adams Influence Model using practice, research and theory. 
Advances in Nursing Science, 39(3), E40–E56.  
Agency for Healthcare Research and Quality (AHRQ). (2018). Types of quality measures. 
Retrieved from https://www.ahrq.gov/professionals/quality-
patientsafety/talkingquality/create/types.html 
Aiken, L. H., Clarke, S. P., Sloane, D. M., Lake, E. T., & Cheney, T. (2009). Effects of hospital 
care environment on patient mortality and nurse outcomes. JONA: The Journal of 
Nursing Administration, 39(Supplement), 1–11. doi: 10.1097/nna.0b013e3181aeb4cf  
American Nurses Association (ANA). (2015). Code of ethics for nurses with interpretive 
statements. Silver Spring, Maryland: Author. 
AONL Nurse Leader Competencies: AONL. (2019, January). Retrieved April 28, 2019, from 
https://www.aonl.org/resources/nurse-leader-competencies.  
Beck, R. & Harter, J. (2015, April 21). Managers account for 70% of variance in employee 
engagement. Gallup Business Journal. Retrieved from 
CREATING A MILE ONE NURSE LEADERSHIP SIMULATION 46 
https://news.gallup.com/businessjournal/182792/managers-account-variance-
employeeengagement.aspx 
Bender, M., Williams, M., Su, W., & Hites, L. (2016). Clinical nurse leader integrated care 
delivery to improve care quality: Factors influencing perceived success. Journal of 
Nursing Scholarship, 48(4), 414–422. doi: 10.1111/jnu.12217 
Berson, J. (2015). Becoming irresistible: A new model for employee engagement. Deloitte 
Review, 16. Retrieved from 
https://www2.deloitte.com/insights/us/en/deloittereview/issue-16/employee-engagement-
strategies.html 
Bowles, J. R., Batcheller, J., Adams, J. M., Zimmerman, D., & Pappas, S. (2018). The role of the 
nurse leader in advancing the Quadruple Aim. Nurse Leader, 244–247.  
Bridges, W. (2017). Managing transitions: Making the most of change. [eBooks.com]. Retrieved 
from https://www.ebooks.com/95709682/managing-transitions- 25thanniversary-
edition/bridges-william-bridges 
California Simulation Alliance HealthImpact. (n.d.). Retrieved from 
https://www.californiasimulationalliance.org/ 
Cimiotti, J. P., Aiken, L. H., Sloane, D. M., & Wu, E. A. (2012). Nursing staff, burnout and 
associated healthcare infections. National Institute of Health, 40(6), 486–490. Retrieved 
October 12, 2018, from 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3509207/pdf/nihms387953.pdf.  
Crawford, J., & Daniels, M. (2014). Follow the leader: How does followership influence nurse 
burnout? Nursing Management, 45(8), 30–37.  
CREATING A MILE ONE NURSE LEADERSHIP SIMULATION 47 
Dang, D., & Dearholt, S. L. (2018). John Hopkins evidence-based practice: Model and 
guidelines (3rd ed.). Indianapolis, IN: Sigma Theta Tau International Honor Society of 
Nursing. 
Ducharme, M. P., Bernhardt, J. M., Padula, C. A., & Adams, J. M. (2017). Leader influence, the 
professional practice environment, and nurse engagement in essential nursing practice. 
The Journal of Nursing Administration, 47 (7–8), 367–375.  
Institute of Medicine: The Future of Nursing: Leading Change, Advancing Health. (2011).  
Feeley, D., Perlo, J., Balik, B. M., & Mann, J. (2017, September 28). How to beat burnout and 
create joy in work. In WIHI [Audio podcast]. Retrieved from www.ihi.org 
Gray, L. (2012). Nurse manager engagement: A concept analysis. Nursing Forum 47(3), 193–
199. Retrieved from http://0-dx.doi.org.ignacio.usfca.edu/10.1111/j.1744- 
6198.2012.00269.x 
Harpst, E. (2014). The influence of employee engagement on organizational outcomes: A case 
study at Magee-Women’s hospital of UPMC. Retrieved from 
http://dscholarship.pitt.edu/27845/1/Harpst_E_MHAessay_4_2016.docx 
Hayes, B., Bonner, A., & Pryor, J. (2010). Factors contributing to nurse job satisfaction in the 
acute hospital setting: A review of recent literature. Journal of Nursing Management, 
18(7), 804–814. doi:10.1111/j.1365-2834.2010.01131.x 
Hunt, D. (2012). QSEN competencies. Nursing Made Incredibly Easy! 10(5), 1–3. 
doi:10.1097/01.nme.0000418040.92006.70 
Kanter’s Theory. (2015, May 31). Retrieved July 5, 2018, from 
https://structuralempowerment.weebly.com/kanters-theory.html. 
CREATING A MILE ONE NURSE LEADERSHIP SIMULATION 48 
Kruse, K. (2015). The ROI of employee engagement in hospitals. Forbes Online Report. 
Retrieved from https://www.forbes.com/sites/kevinkruse/2015/02/26/the-roi-ofemployee-
engagement-in-hospitals/#1079c41d54ce 
Ong, A., Short, N., Radovich, P. & Kroetz, J. (2017). Ripple effect: Shared governance and nurse 
engagement. Nursing Management, 48(10), 28–34. 
doi:10.1097/01.NUMA.0000524811.11040.05 
Perlo J., Balik B., Swensen S., Kabcenell A., Landsman J. & Feeley D. (2017). IHI framework 




Ganey, P. (2015). Every voice matters: The bottom line on employee and physician engagement. 
Retrieved from http://www.pressganey.com/resources/white-papers/everyvoice-matters-
the-bottom-line-on-employee-physician-engagement 
Sorenson, S., & Garman, K. (2019, August 5). How to tackle U.S. employees’ stagnating 
Engagement. Retrieved October 26, 2019, from 
https://news.gallup.com/businessjournal/162953/tackle-employees-stagnating-
engagement.aspx. 
University of San Francisco. (n.d.). Vision, mission and values statement. Retrieved from 
https://www.usfca.edu/about-usf/who-we-are/vision-mission 
Wong, C. A., Cummings, G. G., & Ducharme, L. (2013). The relationship between nursing 
leadership and patient outcomes: A systematic review update. Journal of Nursing 
Management, 21(5), 709–724. doi: 10.1111/jonm.12116  
CREATING A MILE ONE NURSE LEADERSHIP SIMULATION 49 
Appendices 
Appendix A: Research and Evidence Appraisal Tool 
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Appendix B: Evidence Evaluation Table 
Evidence Table 
Authors  Purpose/Design  Sample/Setting  Synthesis/Finding  Level  
Quality  
Adams, J. M., 
Denham, D., 
Neumeister, I. R. 
(2010)  
Purpose: To integrate the 
Mile One leadership into 
the professional practice 
work environment 
Design: Exemplar Study  
One nurse executive leader and six 
clinical staff-led teams  
Setting: Community Hospital  
 
The Model of Interrelationship of 
Leadership Environments & Outcomes 
was useful in identifying the interrelated 
nature of leadership, environments, and 
outcomes.  
III  B  
Bender, M., 
Williams, M., Su, 
W., & Hites, L. 
(2016) 
Purpose: To determine if 
levels of empowerment in 
nurse leaders could enable 
nurse teams to deliver 
high-quality care  
Design: Quantitative 
Mixed-Method Study 
(with survey principles)  
585 Clinical Nurse Leaders  
Setting: Nationwide Sample of CNL  
There was a moderately empowered 
population of nurse leaders who differed 
in relation to access to information, 
aspects of support, resources, and 
informal power. The empowerment of 
nurse leaders in middle management is 
vital in enabling nurse teams to deliver 
high-quality care. Administrative support 
is necessary to sustain practice, 
engagement, and optimal patient 
outcome.  
III  B  
Aiken, L. H., 
Clarke, S. P., 
Sloane, D. M., 
Lake, E. T., & 
Cheney, T. (2009)  
Purpose: To examine 
whether better hospital 
professional practice 
environments were 
associated with lower 
patient mortality rates and 




The survey collected data addressing 
nurse practice environments. Results 
concluded 43 hospitals were in the poor 
hospital environment category, 83 in 
mixed category, and 42 in the better 
category. The average hospital staffing 
was 5.7 patients to one nurse and lower 
staffing led to poor professional 
practice work environments. In a 
sample size of 10, 184 nurses 6% of 
them were men  
Setting: Multiple Hospitals 
Based on the authors’ assumption, 
hospitals with improved care 
environments, nurse staffing, and 
education provided a more engaged 
environment for nursing resulting in 
decreased mortality rates and decreased 










Blegen, M. A., De 
Geest, S., & 
Schwendimann, R. 
(2011)  
Purpose: To determine the 
relationship between 
patient safety climates and 
patient outcomes.  
Design: Multi-Center 
Cross Sectional Study  
1630 registered nurses  
Setting: 132 Med-Surgical Units  
Additional studies are needed to confirm 
findings with more reliable data to 
correlate patient safety climates to patient 










Cimiotti, J. P., 
Aiken, L. H., 
Sloane, D. M., 
&Wu, E.A. (2012)  
Purpose: To determine 
whether nursing burnout 




7,076 registered nurses 
 
Setting: 161 hospitals 
Differences in workloads among 
hospitals were associated with the rate of 
patient infections. High nurse burnout 
appeared to be the explanation for this 
association measured through survey. 
III  B  
Crawford, J., & 
Daniels, M. (2014)  
Purpose: To investigate 
the followership styles of 
actively practicing RN’s 
and influence of burnout 





 114 randomly selected RN’s 
 
Setting: Hospital 
Data reveled statistical significance 
between followership styles “Exemplary” 
and “Pragmatist” and burnout subscale. 
Findings concluded ineffective 
followership relationships have a direct 
effect on organizations and patient care 
outcomes. 
II B  
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Ducharme, M., 
Bernhardt, J.M., 
Padula, C., A., 
Adams, J. (2017) 







Sample: 30 Nurse Leaders, 169 Clinical 
Leaders 
Setting; Acute Care hospital 
Nurse leaders are integral in enhancing 
the professional environment, and their 







Wong, C. A., 
Cummings, G. G., 
& Ducharme, L. 
(2013) 
Method of prediction 
measured by the 
Essentials of Magnetism 
II (EOMII) tool.  
Purpose: To describe 
findings of a systematic 
review of studies that 
examine the relationship 
between nursing 
leadership and practice 
patient outcomes.  
Design: Systematic 
Review 
20 studies satisfied studies of inclusion 
criteria  
 
The findings document evidence of 
positive relationships between relational 
leadership and a variety of patient 
outcomes. Future testing of leadership 
models that examine the mechanisms of 
influence on outcomes is warranted. 
IV A 
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Appendix C: Adams Influence Model 
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Appendix D: Letter of Support from Healthcare Impact 
 
November 16, 2018 
 
 
To Whom it May Concern: 
 
I am writing to express my support of Alicia A. Garcia-Cisneros to implement her Doctor of Nursing 
Practice Comprehensive Project through the California Simulation Alliance, a program of HealthImpact. 
Alicia’s project is of significant scope. She will be implementing the Model of Interrelationship 
Environment and Outcomes Simulation for nurse leaders to enhance the professional practice work 
environment toolkit.  
 





KT Waxman DNP, MBA, RN, CNL, CENP, CHSE, FSSH, FAAN 





Director, Executive Leadership Doctor of Nursing Practice Program 
President-elect, Society for Simulation in Healthcare, 2018 
 
University of San Francisco 
School of Nursing & Health Professions 
2130 Fulton Street 
San Francisco, CA 94117 
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Appendix E: CQI/Data Collection Tools 
CQI/Data Collection Tools 
 
Applying the Model of Interrelationship Environments and Outcomes to Simulation for 
Nurse Leaders to Enhance the Professional Practice Work Environment: A 
Mile One Nurse Leadership Simulation Training Toolkit 
 
MOLIS Leadership Influence Pre-Survey 
 
FOCUS AND MEASURE 
 
1. As I try to influence change in the professional practice work environment, I take time to 
ensure everyone is clear about the mission, purpose, and commitment to the results we 
are trying to achieve. 
 
 
              Strongly Disagree          Somewhat Disagree               Somewhat Agree.      Strongly Agree 
 
2. To help others stay focused and excited about a new change, as a nurse leader I share 
frequent measures that demonstrate progress. 
 
 




3. To help achieve challenging goals, I help others break long-term goals into daily or 
weekly milestones that encourage steady progress. 
 
 




4. When trying to influence others, I am very clear about the specific behaviors that people 




                 Strongly Disagree          Somewhat Disagree           Somewhat Agree        Strongly Agree 
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5. As a nurse leader, I take frequent measures of key behaviors, as well as results, to see if 
my influence efforts are working.  
 
 
                 Strongly Disagree          Somewhat Disagree           Somewhat Agree        Strongly Agree 
EMPLOYEE ENGAGEMENT 
 
6. As a nurse leader, whenever possible I engage individuals to try and test new ideas to 
enhance new processes rather than use authority or pressure to compel them. 
 
 
                 Strongly Disagree          Somewhat Disagree           Somewhat Agree        Strongly Agree 
 
7. As a nurse leader, I find creative ways to engage individuals in direct experiences (pilot 
programs, simulation, or training) that will help them feel differently about new change. 
 
 




8. I spend time offering coaching, hint tips, and practice performance opportunities to those 
I am trying to influence. 
 
 
                 Strongly Disagree          Somewhat Disagree           Somewhat Agree        Strongly Agree 
 
9. I invest as much time an effort in ensuring others have the skills and abilities they need to 
succeed as I do in trying to motivate them to change.  
 
 
                 Strongly Disagree          Somewhat Disagree           Somewhat Agree        Strongly Agree 
 
10. I help others to develop key qualities in ALL areas pertaining to enhancing the 
professional practice work environment, individual empowerment, and enhancing patient 
and organizational outcomes.  
 
 
    Strongly Disagree          Somewhat Disagree           Somewhat Agree        Strongly Agree 
 
ENCOURAGEMENT AND MOTIVATION 
 
11. As a nurse leader, I make sure individuals see clear evidence that I am willing to be 
flexible (ego, time, or other priorities) in order to demonstrate a sincere desire to 
influence positive change in the professional practice work environment.  
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                 Strongly Disagree          Somewhat Disagree           Somewhat Agree        Strongly Agree 
 
12. I carefully identify opinion leaders within the staff environment and create a specific 
strategy to involve and encourage others to bring forth innovation and change.   
 
 
                 Strongly Disagree          Somewhat Disagree           Somewhat Agree        Strongly Agree 
 
13. As a nurse leader, I create an environment where everyone is encouraged to hold 
everyone accountable for patient care outcomes, bad or good (including myself).   
 
                 Strongly Disagree          Somewhat Disagree           Somewhat Agree        Strongly Agree 
 
COACHING STYLE AND FLEXIBILITY 
 
14. I provide everyone with the encouragement and self-empowerment to challenge new 
change within the professional practice work environment.   
 
 
                 Strongly Disagree          Somewhat Disagree           Somewhat Agree        Strongly Agree 
 
15. I support and provide feedback to individuals interested in developing new change within 
the professional practice environment, ownership of personal nursing practice and patient 
care outcomes.   
 
 




16. I ensure that formal reward and discipline systems encourage rather than discourage 
individuals from undertaking a new change.  
 
 
                 Strongly Disagree          Somewhat Disagree           Somewhat Agree        Strongly Agree 
 
17. I use formal reward towards individuals to encourage not just the right results but also the 
right behaviors to get good quality outcomes.  
 
 




18. As a nurse leader, I use visual reminders, regular communication, and metrics to keep 
individuals informed of change progress within the professional practice work 
environment.  
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                 Strongly Disagree          Somewhat Disagree           Somewhat Agree        Strongly Agree 
  
 
19. I make sure individuals have easy access to the tools, data, information, and resources 
they need to encourage ownership of their practice outcomes.   
 
 




20. I am clear in my role and responsibilities and feel empowered as a nurse leader. 
 
 
                 Strongly Disagree          Somewhat Disagree           Somewhat Agree        Strongly Agree 
 
Nurse Leader Influence 
 
21. The results of a relationship-based leadership where synergy and equality are emphasized 
have a direct effect on patient and organizational outcomes. 
 
 
                 Strongly Disagree          Somewhat Disagree           Somewhat Agree        Strongly Agree 
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CQI/Data Collection Tools 
 
Applying the Model of Interrelationship Environments and Outcomes to Simulation for 
Nurse Leaders to Enhance the Professional Practice Work Environment: A 
Mile One Nurse Leadership Simulation Training Toolkit 
 
MOLIS Leadership Influence Post-Survey 
 
FOCUS AND MEASURE 
 
1. As I try to influence change in the professional practice work environment, I take time to 
ensure everyone is clear about the mission, purpose, and commitment to the results we 
are trying to achieve. 
 
 
                Strongly Disagree          Somewhat Disagree           Somewhat Agree         Strongly Agree 
 
2. To help others stay focused and excited about new change, as a nurse leader, I share 
frequent measures that demonstrate progress. 
 
 




3. To help achieve challenging goals I help others break long-term goals into daily or 
weekly milestones that encourage steady progress. 
 
 




4. When trying to influence others, I am very clear about the specific behaviors that people 




                 Strongly Disagree          Somewhat Disagree           Somewhat Agree        Strongly Agree 
5. As a nurse leader, I take frequent measures of key behaviors, as well as results, to see if 
my efforts are working.  
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6. As a nurse leader, whenever possible I engage individuals to try and test new ideas to 
enhance new process rather than use authority or pressure to compel them.   
 
 
                 Strongly Disagree          Somewhat Disagree           Somewhat Agree        Strongly Agree 
 
 
7. As a nurse leader, I find creative ways to engage individuals in direct experiences (pilot 
programs, simulation, or training) that will help them feel differently about new change. 
 
 





8. I spend time offering coaching, hint tips, and practice performance opportunities to those 
I am trying to influence.   
 
 
                 Strongly Disagree          Somewhat Disagree           Somewhat Agree        Strongly Agree 
 
9. I invest as much time an effort in ensuring others have the skills and abilities they need to 
succeed as I do in trying to motivate them to change.  
 
 
                 Strongly Disagree          Somewhat Disagree           Somewhat Agree        Strongly Agree 
  
10. I help others to develop key qualities in ALL areas pertaining to enhancing the 
professional practice work environment, individual empowerment, and patient and 
organizational outcomes.  
  
               Strongly Disagree          Somewhat Disagree           Somewhat Agree        Strongly Agree 
 
ENCOURAGEMENT AND MOTIVATION 
 
11. As a nurse leader, I make sure individuals see clear evidence that I am willing to be 
flexible (ego, time, or other priorities) in order to demonstrate a sincere desire to 
influence positive change in the professional practice work environment.  
 
 
                 Strongly Disagree          Somewhat Disagree           Somewhat Agree        Strongly Agree 
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12. I carefully identify opinion leaders within the staff environment and create a specific 
strategy to involve and encourage others to bring forth innovation and change.   
 
 
                 Strongly Disagree          Somewhat Disagree           Somewhat Agree        Strongly Agree 
 
13. As a nurse leader, I create an environment where everyone is encouraged to hold 
everyone accountable for patient care outcomes, bad or good (including myself).   
 
 
                 Strongly Disagree          Somewhat Disagree           Somewhat Agree        Strongly Agree 
 
COACHING STYLE AND FLEXIBILITY 
 
14. I provide everyone with the encouragement and self-empowerment to challenge new 
change within the professional practice work environment.   
 
 
                 Strongly Disagree          Somewhat Disagree           Somewhat Agree        Strongly Agree 
 
15. I support and provide feedback to individuals interested in developing new change within 
the professional practice environment, ownership of personal nursing practice and patient 
care outcomes.   
 
 




16. I ensure that formal reward and discipline systems encourage rather than discourage 
individuals from new change.  
 
 
                 Strongly Disagree          Somewhat Disagree           Somewhat Agree        Strongly Agree 
 
17. I use formal reward towards individuals to encourage not just the right results but also the 
right behaviors to get good quality outcomes.  
 
 




18. As a nurse leader, I use visual reminders, regular communication, and metrics to keep 
individuals informed of change progress within the professional practice work 
environment.  
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                 Strongly Disagree          Somewhat Disagree           Somewhat Agree        Strongly Agree 
 
19. I make sure individuals have easy access to the tools, data, information, and resources 
they need to encourage ownership of their practice outcomes.   
 
 




20. I am clear in my role and responsibilities and feel empowered as a nurse leader. 
 
 
                 Strongly Disagree          Somewhat Disagree           Somewhat Agree        Strongly Agree 
 
Nurse Leader Influence 
 
21. The results of a relationship-based leadership where synergy and equality are emphasized 
have a direct effect on patient and organizational outcomes. 
 
 
                 Strongly Disagree          Somewhat Disagree           Somewhat Agree        Strongly Agree 
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Mile One Leadership Simulation Toolkit 
SECTION I: SCENARIO OVERVIEW 




Alicia A. Garcia-Cisneros 
Date—Original Scenario 3/12/2019 
Validation:   K. T. Waxman 5/1/19 
Revision Dates: 5/16/19 
Pilot Testing: USF ELDNP Cohort 9 
  
 
Estimated Scenario Time:15 minutes                             Debriefing Time: 10 minutes 
Target Group:  New or emerging nurse leaders 
Leadership Competencies: The Model of the Interrelationship of Leadership, Environments, and Outcomes 
for Nurse Leaders (Mile One). (Concept Area 1) 
• QSEN—Teamwork and collaboration 
• AONL—(Nurse Manager) The leader within, personal and professional accountability, optimizing 
the leader within 
Framework: Nurse leader influence (developing behaviors to help build influence strategically utilizing the 
Mile One interrelationship to enhance the professional practice work environment). 
Skills: 
A. Emphasis: nurse leader influence, leadership development, knowledge-based practice, role clarity 
B. Emphasis: nurse leader influence over professional practice work environments (PPWE) and patient 
and organizational outcomes 
C. Communicate an inspired shared vision 
D. Model leadership behavior (transformational or transactional) 
Brief Summary of Case: The nurse leader is asked to consider a potential patient safety initiative 
surrounding critical communication initiatives to reduce critical events and improve patient safety in his/her 
units. Currently, there is much emphasis on budget spending within the service lines. The nurse leader is 
approached by a staff nurse to discuss critical events training. 
 
EVIDENCE BASE/REFERENCES (APA FORMAT) 
Adams, J. M., Denham, D., & Neumeister, I.R. (2010). Applying the model of the interrelationship of 
leadership environments and outcomes for nurse executives, Nursing Administration Quarterly, 
34(3), 201–203. doi: 10.1097/naq.0b013e3181e7026e 
 
Adams, J., & Natarajan, S. (2016). Understanding the Influence within the context of nursing: Development 
of the Adams Influence Model using practice, research and theory. Advances in Nursing Science, 
39(3), E40–E56. 
 
Ducharme, M. P., Bernhardt, J. M., Padula, C. A., & Adams, J. M. (2017). Leader influence, the professional 
practice environment and nurse engagement in essential nursing practice. The Journal of Nursing 
Administration, 47(7–8), 367–375. 
 
Hunt, D. (2012). QSEN competencies. Nursing Made Incredibly Easy! 10(5), 1–3. 
doi:10.1097/01.nme.0000418040.92006.70 
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SECTION II: CURRICULUM INTEGRATION 
A. SCENARIO LEARNING OBJECTIVES 
Learning Outcomes (Participants) 
1. Create an environment that fosters empowerment through active engagement 
2. Articulate common values to align with the interrelationships between nursing staff and professional 
practice work environments 
3. Analyze and demonstrate authentic leadership through collaboration and staff ownership of ideas and 
initiatives 
4. Utilize collaborative decision-making strategies and create a structural empowerment environment 
5. Build collaborative relationships to enhance the PPWE and patient care outcomes 
Specific Learning Objectives (Participants) 
1. Demonstrate influential nurse leader behaviors to support common vision and goals 
2. Share collaborative reason for change using change theory and personal narrative 
3. Listen authentically, acknowledge others’ values and contributions, and be able to speak back to ideas 
presented 
Critical Learner Actions (Nurse Leaders) 
1. Demonstrate authentic listening and presence skills as a foundation to developing interpersonal relationships 
2. Demonstrate individual influential strategies and tactics that align with the Mile One (Concept Area 1) 
3. Create an environment for growth and new ideas to enhance the professional practice work environment 
4. Demonstrate model leadership by empowering ideas for change and facilitate empowerment through 
engagement 
5. Inspire team by sharing the interrelationship approach through Mile One concept strategies 
6. Foster an environment of accountability and commitment to change 
7. Shift team focus from problem solving (reactive) to solution seeking (explorative and proactive) 
 
B. PRE-SCENARIO LEARNER ACTIVITIES  
Prerequisite Competencies 
Required prior to participating in the scenario 
Knowledge  Skills/Attitudes  
❑ Complete pre-survey for identifying perception 
of leadership influence 
❑ Take survey prior to simulation  
❑ Complete assigned reading on the Mile One  ❑ Engage fully through active listening approach 
❑ Dress appropriately for the role ❑ Display respect for the simulation process and for 
others 
❑ Remain open to learning simulation ❑ Maintain professional integrity through non-verbal 
and verbal cues (good eye contact, effective gestures, 
appropriate posture and presence, appropriate facial 
expressions, initiating interaction, appropriate voice 
tone, paying full attention, and responding to others 
non-verbal cues) 
❑ Be open to learning engagement ❑  
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SECTION III: SCENARIO SCRIPT 
A. Case Summary 
A model RN staff nurse who is looking for additional committee work to build on her clinical ladder requirements has 
approached you as the nurse leader with a clinical ladder IV project (The clinical ladder of nurses allows for performance 
improvement opportunities and contribution to enhancing nurses’ professional role. Clinical ladder promotion also involves 
a monetary incentive). Currently, she has been with the organization for 16 years and is looking to grow in her role and 
bring new ideas for process improvement to your department. The nurse is requesting to become a master trainer for 
“TeamSTEPPS,” a critical event safety communication strategy toolkit Due to the many critical patient events that have 
been occurring in your unit recently. The nurse shares that this is a much-needed multidisciplinary program that will 
enhance departmental communication and reduce the risk of no harm events on your units. She explains that through the 
debriefing of these critical events, there is significant communication breakdown amongst the nursing team, providers, and 
ancillary staff that directly affects patient care outcomes. The RN states that by bringing on this new initiative you will 
improve communication from MD to RN, RN to MD, RN to RN, and RN to other supporting staff. The training will consist 
of multiple multidisciplinary master trainers who will then teach staff important safety communication techniques and train 
staff to run scenarios. As the nurse leader, you support the idea and need for improved patient safety work environments but 
know this will impact the budget to train all three of your units.  
 
B. Key Contextual Details 
In this scenario, the nurse leader is challenged by addressing a definitive response to the nurse request. The nurse leader is 
challenged by the known emphasis surrounding budget and cost containment needs within the service line. Although, he/she 
will like to support the idea for critical events training surrounding communication strategies and patient safety, she/he is 
concerned about how to push this forward for approval at the executive level. The staff have not functioned in an 
environment that encourages empowerment over professional practice, and recent employee engagement scores have been 
low. Previous nurse leaders with little or no leadership development had no strategic leadership practices that fostered 
interrelationship environments.  
In the scenario, the nurse leader must display behaviors that facilitate full engagement to include concepts from the Mile 
One evidence-based structure. This may be done by establishing a common shared vision, active listening, and efforts 
toward enhancing the professional practice work environment. The goal is to engage authentically with the nurse and inspire 
through transformational or transactional leadership styles. The focus needs to be on self-clarity of personal role, personal 
influential behaviors, role modeling, and engagement. The focus needs to be on supporting the nurse’s vision and values. 
Please take a few minutes to think about the scenario, then demonstrate how you would employ those behaviors of influence 
utilizing the Mile one leadership evidence-based framework. 
 
C. Scenario Cast 
Leader/Others ❑ High fidelity simulator 
❑ Mid-level simulator 
❑ Task trainer 
❑ Hybrid (Blended simulator) 
❑ Standardized patient 
X    Leadership Scenarios 
Role Brief Descriptor 
(Optional) 
Actor/Confederate (A/C)  
or Learner (L) 
Nurse Leader  L 
Nurse  A 
   
   
   
Environment, Equipment, Essential props  
Recommend standardized set ups for each commonly simulated environment  
1. Scenario setting: (example: office, board room, patient room) 
Nurse Leader Office 
  
CREATING A MILE ONE NURSE LEADERSHIP SIMULATION 65 
2. Equipment, supplies, monitors 
(In simulation action room or available in adjacent core storage rooms) 
X Table/Chairs       
X Handouts       
X Video Equipment 
Optional 
      
        
        
 
Case Flow/Triggers/Scenario Development States 
Initiation of Scenario: The nurse leader is in his/her office performing regular daily tasks. The nurse leader is 
approached by a staff nurse. The goal of the encounter is to actively listen, support the nurse’s vision, 
conceptualize (Concept 1 of the Mile One leadership framework) to enhance the professional practice work 
environment, gain insight for successful strategizing, and collaborate with the nurse regarding his/her request. 
 




The nurse approaches 
the nurse leader in 
his/her office to inquire 
about approving 
committee time for a 
clinical ladder project 
and supporting a service 
line initiative to take on 
“TeamSTEPPS” as a 
patient safety initiative 
to enhance the 
professional practice 
work environment and 
decrease errors in 
communication.  
 
The goal is to 
authentically listen to 
the nurse request, 
reinforce interest in the 
subject matter, support 
and empower the nurse 
for bringing forth this 
idea, engage in 
collaborative strategies 
to bring forth the idea to 
the executive team for 
approval, disengage 
from discussing budget 
constraints that tarnish 
the idea. 
 
The nurse leader will 
invite perspective on 










The nurse leader is 







The nurse leader will 
authentically listen and 
inquire about the nurse’s 
request. The nurse leader 
will reinforce interest on 
the subject matter, 
utilizing techniques and 
concepts within the Mile 
One framework Concept 
Area 1. 
 
1. Listen with authenticity 




5. Build vision and 
mission 
 
The nurse leader will 
continue the conversation 
surrounding the benefits of 
“TeamSTEPPS” and how 
it will enhance the 
professional practice work 
environment. 
 
The nurse leader will 
probe on the current 
perception of the 
professional practice work 
environment.  
 
The nurse leader will 
discuss vision to enhance 
professional practice work 
Debriefing Points: 
 
How did nurse leader respond 
to the nurse’s request? 
 
Were his/her actions in 
alignment with influential 
behaviors? 
 
Describe behavior(s) that 
aligned with the Mile One 
leadership framework? Did the 
nurse leader remain engaged, 
promote empowerment, 
support and collaborate on 
strategizing to move forward 
with the nurse’s request? 
 
Did the nurse leader inquire 
and engage on the current state 
of the professional practice 
work environment and identify 





How else might the nurse 
leader employ influential 
behaviors that support 
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demonstrate desire to 
enhance the PPWE by 
engaging and 
empowering staff and 
changing culture. The 
nurse leader will engage 
in a collaborative effort 
to transform the PPWE. 
 




Scenario End Point: Nurse leader states that she will look into taking on the request to present before the 
executive team for approval. The nurse leader adapted his/her leadership style to address the nurse’s request. The 
nurse leader exemplified components of (Concept Area 1) of the Mile One leadership framework to promote 
influence, empowerment, authenticity, active listening, and collaboration. The nurse leader probed about the 
current state of perception about professional practice work environments and discussed vision, mission, and 
goals towards culture change.  
 
Suggestions to decrease complexity: The nurse leader will engage fully with authenticity, support, collaboration, 
empowerment, and influence by stating mission, vision, and goals to support new initiatives to change culture and 
enhance PPWE.  
 
Suggestions to increase complexity: The nurse leader listens to the nurse’s request and intervenes by discussing 
budget constraints that will not allow for the initiative to flourish. The nurse leader fails to incorporate the Mile 
One framework to enhance the professional practice work environment. 
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SECTION I: SCENARIO OVERVIEW 
Scenario Title: Leadership Competencies for Mile One-Nurse Leader Influence: Positive Professional 
Practice (Concept Area 2) 
Original Scenario Developer(s): Alicia A. Garcia-Cisneros 
Date—Original Scenario 3/12/2019 
Validation:   Dr. K. T. Waxman 5/1/19 
Revision Dates: 5/16/19 
Pilot Testing: USF ELDNP Cohort 9 
  
 
Estimated Scenario Time: 15 Minutes        Debriefing Time: 10 Minutes 
Target group: New or emerging nurse leaders 
Leadership Competencies: The Model of the Interrelationship of Leadership, Environments, and Outcomes for Nurse 
Leaders (Mile One) (Concept Area 2) 
• QSEN—Quality improvement, teamwork and collaboration 
• AONL—(Nurse Manager) The art, leading the people, relationship management 
Framework: Nurse Leader Influence (analyzing and developing behaviors to improve disengaged environments and 
staff to create a culture of accountability) 
Skills: 
E. Emphasis: nurse leader influence, leadership development, role clarity 
F. Emphasis: creating a culture of empowerment, nurture and support 
G. Develop leadership strategies to empower staff to be part of the greater solution 
H. Explore direct report rounding to understand individual needs and issues 
I. Develop and create stoplight reporting of real-time issues and concerns for staff 
J. Tackle new changes and direction with a team approach 
K. Create and employ a recognition structure 
L. Engage staff in solutions to problems closest to them 
M. Utilize input from staff for strategic planning on items that involve staff on a daily basis 
N. Involve staff in innovation at every level of the organization 
Brief Summary of Case: You are the new nurse leader of a busy unit/service line that has undergone substantial 
leadership turnover and has previously consisted of many contracted interim leaders. In the brief amount of time that 
you have been with the organization, you note that there are many failed processes, the staff are unengaged, and the 
behavior and culture climate has extended well into patient care satisfaction scores. As the nurse leader, you realize that 
change needs to occur while engaging staff in a new mission and vision.  
EVIDENCE BASE/REFERENCES (APA FORMAT) 
Adams, J. M., Denham, D., & Neumeister, I. R. (2010). Applying the model of the interrelationship of leadership 
environments and outcomes for nurse executives. Nursing Administration Quarterly, 34(3), 201–203. doi: 
10.1097/naq.0b013e3181e7026e 
 
Adams, J., & Natarajan, S. (2016). Understanding the Influence within the context of nursing: Development of the 
Adams Influence Model using practice, research and theory. Advances in Nursing Science, 39(3), E40–E56. 
 
Ducharme, M. P., Bernhardt, J. M., Padula, C. A., & Adams, J. M. (2017). Leader influence, the professional practice 
environment and nurse engagement in essential nursing practice. The Journal of Nursing Administration, 47 (7–
8), 367–375. 
 
Hunt, D. (2012). QSEN competencies. Nursing Made Incredibly Easy! 10(5), 1–3. 
doi:10.1097/01.nme.0000418040.92006.70 
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SECTION II: CURRICULUM INTEGRATION 
A. SCENARIO LEARNING OBJECTIVES 
Learning Outcomes (Participants) 
1. Evaluate current environmental culture and apply strategies to enhance disengaged staff 
2. Demonstrate active role modeling for a team approach 
3. Appraise staff performance in meaningful terms and foster a “working with passion” attitude 
 
4. Apply strategies to increase morale and empower staff through active engagement and be emotionally present 
5. Analyze and demonstrate authentic leadership through collaboration and staff ownership of ideas and initiatives 
6. Create and transition environment from “personal accountability” to “personal ownership” 
 
Specific Learning Objectives (Participants) 
1. Demonstrate nursing validation through direct report rounding and concerns for current culture 
2. Demonstrate an “I am present approach” through physical presence 
3. Engage in open dialogue with staff for concerns surrounding burn out or disengagement 
4. Model healthy, professional, and supportive behavior 
5. Foster an environment of creativity, passion, and a sense of belonging 
6. Foster an environment of recognition, accountability, and ownership 
Critical Learner Actions (Nurse Leaders) 
8. Demonstrate authentic listening and presence skills as a foundation to developing interpersonal relationships 
9. Demonstrate individual influential strategies and tactics that align with the Mile One (Concept Area 2): Positive 
Professional Practice and Organizational Outcome) “staff ownership” 
10. Demonstrate model leadership by developing empowering ideas for change and facilitating empowerment through 
engagement 
11. Demonstrate a personal connection with the team 
 
B. PRE-SCENARIO LEARNER ACTIVITIES  
Prerequisite Competencies 
Required prior to participating in the scenario 
Knowledge  Skills/ Attitudes  
❑ Complete pre-survey for perception of 
leadership influence 
❑ Take survey prior to simulation  
❑ Complete assigned reading on Model of the 
interrelationship of leadership, environments 
and outcome for nurse leaders (Mile One) 
❑ Engage fully through active listening approach 
❑ Dress appropriately for the role ❑ Display respect for the simulation process and others 
❑ Remain open to learning simulation ❑ Maintain professional integrity through non-verbal 
and verbal cues (good eye contact, effective gestures, 
appropriate posture and presence, appropriate facial 
expressions, initiating interaction, appropriate voice 
tone, paying full attention, and responding to others 
non-verbal cues 
❑ Be open to learning engagement ❑  
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SECTION III: SCENARIO SCRIPT 
A. Case Summary 
You are the new nurse leader of a busy unit that has undergone much leadership transition beginning at the executive level. 
Given the constantly changing leadership, you note that staff are stagnant, resistant, and abrasive to new changes and 
initiatives. You recognize early on in your new role that current systems and processes within the unit are not successful and 
have contributed toward the misdirection and malalignment of the mission and vision of the organization. Patient care 
experience scores have now suffered because of staff burnout. Staff have consistently struggled to keep the department 
running, working extra shifts and pulling together through all the changes to take care of patients. You recognize that staff 
are performing but, in some cases, care is suboptimal based on personal conversations while performing daily patient care 
rounds. You as the nurse leader understand that it is your responsibility to improve staff engagement and patient care 
experience scores. You understand that this begins with the human connection. 
• In this scenario, you are the nurse leader who decides you are going to change the culture in the unit, create an 
environment of accountability and ownership as well as develop a personal connection with your staff one 
member at a time. Your encounter begins with establishing a personal connection with a charge nurse.  
 
B. Key Contextual Details 
In this scenario, the nurse leader is challenged by the misconception of leadership as a whole by the charge nurse. The nurse 
leader understands that she/he must help navigate the conversation to address concerns through a mutual solution. The nurse 
leader must help collaborate with the charge nurse regarding the ways to improve unit culture, staff engagement, 
accountability, and ultimately ownership over patient care outcomes. 
C. Scenario Cast 
Leader/Others ❑ High fidelity simulator 
❑ Mid-level simulator 
❑ Task trainer 
❑ Hybrid (blended simulator) 
❑ Standardized patient 
Role Brief Descriptor 
(Optional) 
Actor/Confederate (A/C)  
or Learner (L) 
Nurse Leader  L 
Charge Nurse  A 
   
   
   
Environment, Equipment, Essential props  
Recommend standardized set ups for each commonly simulated environment  
1.  Scenario setting: (example: office, board room, patient room,) 
Nurses Station then nurse leader office 
  
2.  Equipment, supplies, monitors 
(In simulation action room or available in adjacent core storage rooms) 
X Table/Chairs       
X Handouts       
X Video Equipment 
Optional 
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Appendix B: Debriefing Guide 
General Debriefing Plan 
Individual Group With Video Without Video 
 
Debriefing Materials 
Debriefing Guide Objectives 
 
Debriefing Points Core 
 





 Evidence-Based Practice 
 
 Human Factors 
 
 Teamwork (if applicable) 
 
 Systems Utilization  
 
Sample Questions for Debriefing 
1. How did you find the experience of (identify the human factor) in leadership?   
2. Did you have the knowledge and skills to meet the learning objectives of the scenario? 
3. What gaps did you identify in your own knowledge base and/or preparation for the simulation experience? 
4. What relevant information was missing from the scenario that impacted your performance? How did you attempt 
to fill in the gap? 
5. How would you handle the scenario differently if you could? 
6. In what ways did you feel the need to check the accuracy of the data you were given? 
7. In what ways did you perform well? 
8. What communication strategies did you use to validate the accuracy of your information or decisions you and/or 
you and your team members made/considered? 
9. What three factors were most significant that you will transfer to your leadership/management setting? 
10. At what points in the scenario were your leadership actions specifically directed toward the prevention of a 
negative outcome? 
11. Discuss how roles and responsibilities may vary under different circumstances. 
12. Discuss how current nursing practice continues to evolve in light of new evidence. 
13. Consider potential managerial, leadership, and organizational risks and how to avoid them. 
14. Consider potential patient and personnel risks and how to avoid them. 
15.  Discuss the leader’s role in design, implementation, and evaluation of information technologies to support 
management and leadership development. 
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SECTION I: SCENARIO OVERVIEW 
Scenario Title: Leadership Competencies for Mile One-Nurse Leader Influence: Positive Professional 
Practice (Concept Area 3) 
Original Scenario Developer(s): Alicia A. Garcia-Cisneros 
Date—original scenario 3/12/2019 
Validation:   Dr. K. T. Waxman 5/1/19 
Revision Dates: 5/16/19 
Pilot Testing: USF ELDNP Cohort 9 
  
 
Estimated Scenario Time:   15 Minutes       Debriefing time: 10 Minutes 
Target group: New or emerging nurse leaders 
Leadership Competencies: The Model of the Interrelationship of Leadership, Environments, and Outcomes for Nurse 
Leaders (Mile One) 
• QSEN—Safety, quality improvement 
• AONL—(Nurse Manager) The science, managing the business, performance improvement, strategic 
management 
Framework: Patient and organizational influence on the nurse leader (Concept Area 3) 
Skills: 
A. Emphasis on understanding the relationship between patient care outcomes and nurse leader influence  
B. Emphasis on understanding the nurse leader influence over professional practice and shaping professional 
environments 
C. Emphasis on understanding nurse leaders’ characteristics and their direct influence on nurse-sensitive patient 
outcomes 
D. Identify personal abilities to achieve the Quadruple Aim (enhancing patient experience, improving population 
health, reducing cost, and improving work life balance) 
E. Identify and implement interventions to optimize work environments to improve outcomes through positive 
feedback loop 
F. Understand how improvements in patient and organizational outcomes influence prompt nurse leaders to 
explore additional interventions 
Brief Summary Case: You are the nurse leader for a busy service line that has undergone significant leadership 
turnover and change. The patient experience scores have dropped, but you have noticed some improvement over the 
quarter. During your time as a nurse leader you have begun working with the staff collaboratively to build and change 
the culture to enhance the professional practice work environments and improve employee morale by meeting with staff 
and performing direct report rounding. You have seen much improvement with bedside shift report at the bedside and 
staff have been more open about bringing ideas to enhance the professional practice environment, improve morale, and 
work collaboratively. One of your team leaders approaches you to discuss how important it would be to have the Chief 
Nurse Executive round on the unit to acknowledge staff and all the quality improvements in the departments. As the 
nurse leader, you believe having presence on the units will have a significant impact and build on leadership influence 
and organizational outcomes.  
EVIDENCE BASE/REFERENCES (APA FORMAT) 
Adams, J. M., Denham, D., & Neumeister, I.R. (2010). Applying the model of the interrelationship of leadership 
environments and outcomes for nurse executives. Nursing Administration Quarterly, 34(3), 201–203. doi: 
10.1097/naq.0b013e3181e7026e 
 
Adams, J., & Natarajan, S. (2016). Understanding the Influence within the context of nursing: Development of the 
Adams Influence Model using practice, research and theory. Advances in Nursing Science, 39(3), E40–E56. 
 
Ducharme, M. P., Bernhardt, J. M., Padula, C. A., & Adams, J. M. (2017). Leader influence, the  
Professional Practice Environment and Nurse Engagement in Essential Nursing Practice. The Journal of Nursing 
Administration, 47 (7–8), 367–375. 
 
Hunt, D. (2012). QSEN competencies. Nursing Made Incredibly Easy! 10(5), 1–3. 
doi:10.1097/01.nme.0000418040.92006.70 
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SECTION II: CURRICULUM INTEGRATION 
A. SCENARIO LEARNING OBJECTIVES 
Learning Outcomes (Participants) 
1. Analyze the current state and create strategies for executive influence over professional practice work 
environments 
2. Analyze the value of quality outcomes in coordination with nurse leader influence (outcomes management) 
3. Understand patient and organizational outcomes influence on the nurse executive/nurse leader 
4. Identify strategies to build interpersonal relationships from the executive level to frontline staff 
Specific Learning Objectives (Participants) 
7. Demonstrate physical presence to the frontline staff 
8. Engage in open dialogue with the staff surrounding positive shifts in nurse sensitive indicators and patient care 
experience 
9. Demonstrate authentic leadership in body language, communication, and eye contact 
10. Model healthy, professional, and supportive behavior 
11. Promote an environment of creativity, recognition, accountability, and ownership 
12. Identify and support needs for resources to maintain and support quality patient care and outcomes 
13. Emphasize the need for financial management to support quality patient and organizational outcomes 
14. Change emphasis from standard patient outcomes to continual enhancement outcomes 
15. Refocus leadership influence from an accountability approach to an ownership behavior 
16. Utilize the Mile One framework for education, policy, practice, and research to frame interrelated nature of leadership 
Critical Learner Actions (Nurse Leaders) 
12. Demonstrate an understanding of the Mile One Concept Area 3: Patient and organizational outcomes influence on the 
nurse leader/nurse executive 
13. Demonstrate authentic presence at an executive level (communication, body language, and eye contact) 
14. Demonstrate supportive behavior for accomplishments toward organizational outcomes 
15. Build strategies for providing support to maintain quality outcomes  
16. Understand the importance of the nurse executive relationship and frontline staff 
17. Create an environment of creativity and nourish a new culture of nursing practice and patient care by influencing 
attitudes and behavior to create a new culture for nursing 
18. Create a vision that will resonate with staff by idealized influence, inspirational motivation, intellectual motivation, and 
individual consideration 
B. PRE-SCENARIO LEARNER ACTIVITIES  
Prerequisite Competencies 
Required prior to participating in the scenario 
Knowledge  Skills/Attitudes  
❑ Complete pre-survey for perception of leadership 
influence 
❑ Take survey prior to simulation  
❑ Complete assigned reading on Model of the 
interrelationship of leadership, environments and 
outcome for nurse leaders (Mile One) 
❑ Engage fully through active listening approach 
❑ Dress appropriately for the role ❑ Display respect for the simulation process and for others 
❑ Remain open to learning simulation ❑ Maintain professional integrity through non-verbal and 
verbal cues (good eye contact, effective gestures, 
appropriate posture and presence, appropriate facial 
expressions, initiating interaction, appropriate voice tone, 
giving full attention, and responding to others non-verbal 
cues 
❑ Be open to learning engagement ❑  
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SECTION III: SCENARIO SCRIPT 
A. Case summary 
As the nurse leader, you have been making significant strides toward staff engagement, direct rounding with staff, 
improvements in the professional practice work environment and influencing the staff by correlating a human connection 
toward patient care. With the staff, you have placed great emphasis on how these elements have improved patient care 
experience scores and have shared the data with staff through staff huddles, staff meetings, and quality metrics on the 
quality board. One of your team-lead nurses has shared how having presence from the nurse executive will have a great 
impact on the staff to share some of the data and engage with the staff surrounding accomplishments. As the nurse leader, 
you will now meet with the nurse executive to discuss strategies and the new Mile One framework that you have 
implemented to integrate your personal leadership influence over the professional practice environment, improve employee 
morale and ownership by encouraging ideas, growth and empowerment as well as sharing quality outcomes with staff.  
 
B. Key Contextual Details 
In this scenario, the nurse leader will meet with the nurse executive to discuss quality outcomes and how they have 
influenced the nursing staff. The nurse leader will need to discuss and strategize with the nurse executive to undertake 
rounds daily on units, discuss resource needs to support and sustain quality outcomes, and discuss opportunities to continue 
momentum for staff empowerment, enhanced professional practice work environments, and leadership influence. 
C. Scenario Cast 
Leader/Others ❑ High-fidelity simulator 
❑ Mid-level simulator 
❑ Task trainer 
❑ Hybrid (Blended simulator) 
❑ Standardized patient 
Role Brief Descriptor 
(Optional) 
Actor/Confederate (A/C)  
or Learner (L) 
Nurse Leader  L 
Nurse Executive  A 
Team Lead/Nurse  A 
Environment, Equipment, Essential Props  
Recommend standardized set ups for each commonly simulated environment  
1. Scenario setting: (example: office, board room, patient room,) 
Nurse Executive office 
  
2. Equipment, supplies, monitors 
(In simulation action room or available in adjacent core storage rooms) 
X Table/Chairs       
X Handouts       
X Video Equipment 
Optional 
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Appendix B: Debriefing Guide 
General Debriefing Plan 
Individual Group With Video Without Video 
 
Debriefing Materials 
Debriefing Guide Objectives 
 
Debriefing Points Core 
 





 Evidence-based Practice 
 
 Human Factors 
 
 Teamwork (if applicable) 
 
 Systems Utilization  
 
Sample Questions for Debriefing 
16. How did you find the experience of (identify the human factor) in leadership? 
17. Did you have the knowledge and skills to meet the learning objectives of the scenario? 
18. What gaps did you identify in your own knowledge base and/or preparation for the simulation experience? 
19. What relevant information was missing from the scenario that impacted your performance? How did you attempt 
to fill in the gap? 
20. How would you handle the scenario differently if you could? 
21. In what ways did you feel the need to check the accuracy of the data you were given? 
22. In what ways did you perform well? 
23. What communication strategies did you use to validate the accuracy of your information or decisions you and/or 
you and your team members made/considered? 
24. What three factors were most significant that you would transfer to your leadership/management setting? 
25. At what points in the scenario were your leadership actions specifically directed toward the prevention of a 
negative outcome? 
26. Discuss how roles and responsibilities may vary under different circumstances. 
27. Discuss how current nursing practice continues to evolve in light of new evidence. 
28. Consider potential managerial, leadership, and organizational risks and how to avoid them. 
29. Consider potential patient and personnel risks and how to avoid them. 
30.  Discuss the leader’s role in design, implementation, and evaluation of information technologies to support 
management and leadership development. 
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Applying the Model of Interrelationship Environments and Outcomes to Simulation for Nurse Leaders to 
Enhance the Professional Practice Work Environment: A 




1. I have a deeper understanding of the Mile One leadership framework. 
 
 
                 Strongly Disagree           Somewhat Disagree             Somewhat Agree          Strongly Agree 
 
2. I am able to understand the three concepts of the Mile One leadership framework and apply them to 
everyday leadership practice. 
 
 
                 Strongly Disagree           Somewhat Disagree             Somewhat Agree          Strongly Agree 
 
3. The leadership scenarios within this training allowed me to understand how to utilize strategies from the 
Mile One framework during dialogue with my nursing team. 
 
 
                 Strongly Disagree           Somewhat Disagree             Somewhat Agree          Strongly Agree 
 




                 Strongly Disagree           Somewhat Disagree             Somewhat Agree          Strongly Agree 
 
5. The Mile One leadership simulation training has taught me new strategies to become an influential leader 
and enhance the professional practice work environment 
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Appendix F: Gap Analysis 
Gap Analysis 
1. Current State/Focus 
a) No identified leadership development 
strategies offered or available to nurse 
leaders 
b) No interrelationship skills or leadership 
framework/simulation available to nurse 
leaders 
c) Evidence-based literature supports the use 
of Mile One Framework for 
Interrelationship Influence for nurse 
leaders and enhancement of the 
professional practice work environment 
d) Creation of a Mile One Leadership 
Toolkit that will incorporate the three 
concepts of Mile One into simulation for 
nurse leaders to promote an enhanced 
professional environment and improve 
patient outcomes. 
e) Collaboration with Health impact/CSA 
for adoption of the Mile One Leadership 
Simulation for utilization within CSA and 
other organizations 
2. Gaps Identified 
a) Multiple changes in venues for execution 
of this DNP project 
b) Executive leadership, middle 
management turnover 
c) Interim leadership creating inconsistency 
to the sustainability of this DNP project 
d) Change in CNE leadership to adopt DNP 
project 
e) Lack of leadership development strategies 
for nurse leaders in the organization 
f) Lack of knowledge of the Mile One 
Framework 
g) New leader mix with 0–3-year experience 
h) Target only to shift nurse managers 
3. Desired Future State 
a) Integration of the Mile One Leadership 
Toolkit within the hospital setting 
b) Improved perceived nurse leader 
influence 
c) Enhanced professional practice work 
environment between leader and staff 
d) Decreased leader and staff burnout 
e) Improved the culture of accountability 
f) Improved patient care outcomes 
4. Action Plan 
a) Test and validate Mile One Leadership 
Simulation with USF Cohort 9 EL-DNP 
colleagues 
b) Perform revisions to Mile One 
Leadership Simulation Toolkit 
c) Revise MOLIS  
d) Pilot final DNP project within the 
hospital setting 
e) Health Impact to support and adopt Mile 
One Leadership Simulation for nurse 
leaders. 
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Appendix G: Gantt Chart 
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Appendix H: Work Breakdown Structure 
Work Breakdown Structure 
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Appendix I: SWOT Analysis 
SWOT Analysis 
 
Implementation of the Model of Interrelationship of Leadership, Environments and Outcomes: Mile One 
Leadership Simulation 
Strengths 
Improved nurse leader morale 
Improved nurse leader engagement and role identity 
Improved nurse leader influence and understanding of the Mile One concepts 
Decreased nurse leader burnout 
Defined understanding of nurse empowerment 
Improved strategies to support staff engagement 
Improved understanding of strategies to decrease staff burnout and decreased engagement 
Improved strategies to enhance the professional practice work environment 
Weaknesses 
Sustainability of the Mile One Leadership Toolkit and integration into practice 
Support and resources for continued training for new and aspiring nurse leaders 
Larger trainee cohort needed for a well-rounded pilot or integration of the Mile One Leadership Toolkit 
Opportunities 
Larger sample size or cohort 
More support needed at the executive level to integrate Mile One into the hospital setting 
Nurse executive unavailability (project in need of a champion lead for sustainability) 
Threats 
Multiple changes in venues to support this DNP project 
Multiple changes in execution dates within the hospital setting 
Nurse executive unavailability and leadership inconsistency 
Leadership realignment  
Future sustainability or adoption of this simulation to new or aspiring nurse leaders 
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Appendix J: Project Budget 
Mile One Simulation Budget 
Expenses  
California Simulation Alliance Fees/Health Impact (In-Kind Donation) for DNP Project 
New Member $125 
 




Gas & Travel/Simulation Intensive (12/10/18) 
Cohort Validation (4/24/19) 
Ad hoc meeting with CNE (4/12/19) 
Ad hoc meeting with CNE (6/17/19 





Supplies & Reprographics 
Folders/Lamination 






Total Expenses $ 2,075 for DNP Project including in-kind donation 
Cost Avoidance for Leadership Turnover 
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Appendix K: Information Communication Charter 
 
Responsibility and Communication/DNP Project Charter 
Project Name Applying the Model of Interrelationship Environments and Outcomes to Simulation: Mile One Leadership 
Simulation Toolkit 
Problem Statement Applying a leadership framework to simulation for nurse leaders to improve nurse leader influence and enhance the 
professional practice work environment 
Project Scope • Create simulation training based on the Mile One framework to incorporate the three concepts of Mile 
One to simulation for leadership development of new and inspired nurse leaders 
• Create three nurse leader scenarios that will incorporate nurse engagement, empowerment, and nurse 
leader influence 
• Create the Mile One Leadership Influence Survey (MILOS) 
• Collaborate with HealthImpact/California Simulation Alliance for simulation templates and debriefing 
tools 
• Execute the Mile One Leadership Simulation Toolkit testing and validation 













Identify target group 
(Shift Managers) 
 
Create Mile One 
Leadership 
Simulation Scenario 






















Create Mile One 
Leadership 




 100% 100% Alicia 
 
 























project test and 
validation by May 
2019 
Meeting with CNE 
 
Pilot of DNP project 
at Saint Mary’s 
Hospital by June 



















































Alicia, DNP Cohort 9, Dr. K.T. Waxman 
 








Alicia, Dr. Tanya Osborne-Mckenzie, Dr. 









    
Team Members  Project Lead: Alicia 
Garcia-Cisneros 
   Chair: Dr. Mary Lynne Knighten 
Co-Chair: Dr. K. T. Waxman 
Content Expert: Dr. Tanya Osborne-McKenzie, Dr. 
Jeffrey Adams 
Project Barriers      Multiple changes in project venue, inconsistent 
leadership rendered DNP project subject to vulnerability. 
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Center   
  
Date: 9/29/19 
Return on Investment (ROI) Assumptions (This spreadsheet has been adapted for a specialty focus on leadership vacancies): 1. Vacant 
hospital leadership positions drive high cost. Temporary staffing options typically involve utilization of higher cost contract personnel or 
temporary salary increases for another leader to assume the vacant position responsibilities (Interim Leadership) 2. Reduced time to fill vacant 
positions will lower cost. Conducting leadership specialty programs for current leaders or subordinate leaders transferring to new positions 
provides a planned pipeline to employment of leaders with a baseline of specialty education and clinical experience. 3. Leadership turnover 
rate in first year of employment will be reduced. Effective preparation, guidance, and support will increase new leader engagement and 
success. 4. Hospital investment in specialty education programs results in overall net savings. Hospitals collaborating to share the cost of 
conducting specialty education programs is efficient. Program investment is offset by mitigating or avoiding high-cost temporary staffing 
options, reduced time to fill vacant positions, reduced first year turnover rate, and hiring leaders with a foundation of specialty education and 
experience.  
Vacancy-Driven Costs 











5 Assumptions, Rationale, and Instructions 
Date 9/29/19     Worksheet formulas are set up 
Staffing Cost of Covering Vacant Position(s) *Focus: Leadership Positions* Assumption: High cost of staffing related to overtime 
pay and utilization of contract personnel can be reduced 
by preparing Leaders to work in specialty areas, filling 
vacant positions sooner.  
Supplemental cost for 
incumbent leader to assume 
additional responsibilities 
covering a leadership 
vacancy > average leader 
salary (1 FTE for 1 month)  
$12,500     
If paying a leadership differential typically occurs: 
Determine the incremental difference between average 
supplemental pay rate and average Leader salary for a 
typical month. Assume full time hours. Consider number of 
shifts generally needed to be staffed at overtime rates to 
cover (1) full time Leadership position.  
$/hr. overtime rate - $/hr. regular rate = $/hr. difference 
X # hours/mo. = $______  
Interim Leader (Contract) 
(1 FTE for 1 month) 
$15,000     
If contract Interim Leadership personnel are used: 
Determine the incremental difference between average 
contract pay rate and average Leader salary for a typical 
month Assume full time hours. Consider number of shifts 
generally needed to be staffed with contract personnel to 
cover (1) full time vacant Leadership position. $/hr. 
contract rate - $/hr. regular rate = $/hr. difference X # 
average hours/mo. = $______  
Number of Vacant 
Leadership FTEs  
4.0     
Utilize total vacant FTEs rather than number of open 
positions. This will adjust the cost of staffing vacancies 
scaled to type of position time.  
Average Time to Fill 
Vacant Leadership Position 
(current # months) 
8     
Determine the average number of months vacant specialty 
positions remains open until filled. Consider time to fill all 
vacant positions open and filled from prior 12-month actual 
data. Option to adjust (up or down) if current actual or near 
future conditions are changing. Monitoring and improving 
average "time to fill" will reduce cost.  
Staffing Cost Total $440,000 $0 $0 $0 $0 
Assumption: Incremental additional cost of 
staffing/covering vacant full-time positions through a 
combination of overtime pay and contract personnel 
rates (averaged both) based on historical average time to 
fill a Leadership vacancy, and current number of vacant 
Leadership FTEs. 
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Average Time to Fill 
Vacant Position (target # 
months) 
8     
Forecast a reduced average time to fill (number of months) 
vacant specialty positions by investing in specialty 
education as a pipeline to employment. Access to courses, 
frequency of scheduling, and purposeful recruitment efforts 
and plans will impact this. Set a target for new (reduced) 
average time to fill vacant positions (# months). 
Lower Staffing Cost 
(savings potential) 
$0 $0 $0 $0 $0 
Rationale: Potential lower cost of staffing by filling hard 
to fill vacant Leadership positions sooner through 
investing in Specialty Leadership Education Course(s) as 
planned pipelines to employment.  
HR Cost Related to 
Recruitment and Hiring  
     
Assumption: Specialty Education Programs will 
improve Leadership first year retention rate, 
proportionally reducing the number of vacancies, 
recruitment demand and HR hiring cost.  
Recruitment Cost 
$1,480     
Estimate the typical cost of recruitment functions and 
services provided by HR and/or nursing to advertise, 
participate in hiring fairs, search, screen, interview, process, 
and hire/fill (1) Leadership position. Consider portion of 
personnel time, travel, materials. Annual aggregate 
Leadership recruitment expense / # Leaders hired = 
Average Recruitment cost per hire. . 
HR Services 
$4,200     
Consider typical cost of HR services time and operating 
expense to hiring and onboarding (1) new Leadership 
employee, including health screen/physical, providing 
orientation classes/materials. Annual aggregate hiring cost 
/# employees hired = Average HR cost per hire. (assumes 
standard HR hiring cost for all types of employees)  
Sign-on Bonuses  
$10,000     
Determine the average cost of sign-on bonus if currently 
offered or planned to be offered.  
Number of Vacant 
Leadership Positions 
4     
Number of vacant positions to be filled (not FTEs). The 
number of Leaders (individuals) to be hired. assumes HR 
time and expense to process will be standard regardless of 
type of position.  
HR Cost Total 
$62,720 $0 $0 $0 $0 
Assumption: Expected HR cost to recruit, screen, hire, 
onboard, and orient the number of Leaders (not FTEs) 
needed to fill current vacant positions.  
Improvement (reduction) in 
Leadership Turnover Rate  
57%     
Determine current Leadership turnover rate, both voluntary 
and involuntary combined. Estimate a "percent 
improvement" target (reduced turnover) for Leaders hired 
who participate in a Specialty Leadership Education 
Program. This improvement assumes better informed hiring 
decisions by employers and demonstrated commitment by 
applicants based on experience from the Specialty 
Education Course.  
HR Cost Reduction 
(potential savings) 
$35,750 $0 $0 $0 $0 
Rationale: Forecasted decrease in anticipated HR cost 
based on reduced number of voluntary/involuntary 
separations and associated vacancies within first year of 
employment.  
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Appendix M: PDSA 
PLAN 
 
1. Observe implementation of Mile One 
Interrelationship Environments and 
Outcomes Simulation Training for 
Nurse Leaders 
2. Deliver pre-survey to identify nurse 
leader perception of influence over 
professional practice work 
environments 
3. Perform simulation training for nurse 
leaders 
4. Review outcomes through post-
debriefing following the California 
Simulation Alliance templates  
DO 
 
1. Redesign scenario overview, learning 
objectives, or scenario script if need exists 
2. Redesign learning outcomes or learner 
actions if necessary 
 
STUDY 
1. Confirm any learning gaps for the Mile 
One leadership framework 
2. Observe learning outcomes during 
simulation training   
ACT 
1. Implement and pilot a new Mile One 
Leadership Simulation Toolkit 
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Appendix O: IRB and/or Non-Research Approval 
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Appendix P: Executive Summary of DNP Project Material 
 
